INTERNATIONAL ABSTRACT 
OF SURGERY 


DECEMBER, 1923 


ABSTRACTS OF CURRENT LITERATURE 


SURGERY OF THE 


HEAD 


Albee, F. H.: Ununited Fracture of the Lower Jaw 
With or Without Loss of Bone. Surg. Clin. N. 
Am., 1923, iii, 301. 

Albee gives an exhaustive résumé of the literature 
on maxillary and mandibular fractures from Hippo- 
crates to the present time. 

He emphasizes the necessity for teamwork be- 
tween the surgeon and dentist. 

The same principles that apply elsewhere in 
orthopedic work apply in fracture of the jaw. 
Accurate apposition of the fragments and immobil- 
ity until they have united are essential. No attempt 
should be made to sew the soft parts to close the gap 
until union of the fractured parts in correct relation 
is well under way and permanent splints have been 
adjusted. With the co-operation of the prosthetic 
dentist, an efficient interdental splint should be 
applied as soon after the injury as possible. 

In extensive loss of bone, difficult plastic surgical 
work is necessary. Pedicle flaps are not practical 


Fig. 1. Showing the inlay bone graft in a held by 


kangaroo-tendon ligatures. Note its slight angulation 
in contour which adapts it to the jaw fragments, restor- 
ing over 1 in. of bone loss. 
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because the bone cannot be molded accurately and 
the graft is too thin. Several writers are quoted who 
claim that in mandibular pseudarthrosis the osteo- 
periosteal bone graft has not been successful. 
Chief among the causes of failure are the shaping of 
the graft with the mallet and chisel, the elapse of 
too much time between the cutting and application 
of the graft, and lack of dexterity. 

The author uses a number of motor-driven tools 
of his own design, and usually obtains the graft 
from the tibia or ilium. When there is loss of soft 


CROSS SECTION 


Across SECTION 


Fig. 2. Showing the jaw fragments prepared for the 
reception of the large U-shaped graft fon the wing of 
the ilium, which restored the loss of substance in the 
lower jaw from the last molar on one side to the back of 
the last molar on the other. Note the shoulders which 
were cut in the ends of the grafts to insure an accurate 
fit of the graft with the host fragments. 
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tissues, he always corrects this first by means of 
pedicle flaps, delaying the bone grafting until after 
the soft tissues have taken hold. 
The general technique of the operation is de- 
scribed, and several cases are reported. 
I. E. Bispxow, M.D. 


EYE 


Allport, F.: Corneal Injuries in Industrial Occupa- 
tions. Illinois M. J., 1923, xliv, 128. 


The corneal injuries most frequently seen in in- 
dustrial work are due to small foreign bodies which 
are lodged in the cornea by the primary force or be- 
come rubbed in. 

Such bodies should be removed under strictly 
aseptic conditions, with local anesthesia, concen- 
trated illumination, and the use of strong magnify- 
ing glasses. The location of the particle and its 
depth should be ascertained. Particles lying loose 
can be wiped off with a cotton applicator, but those 
embedded must be removed with an instrument. In 
instrumental removal the following rules should be 
observed: 

1. Get the instrument under the foreign body and 
lift it out. 

2. Keep the injury of the cornea minimal. 

3. Work in ample and concentrated illumination. 

Staining with fluorescein is of aid, especially when 
the particle is very small. The eschar often seen after 
the removal of a foreign body should also be removed. 
Care must be taken not to mistake a pigment spot on 
the iris for a foreign body. 

If the corneal injury is slight, irrigation, the use 
of 20 per cent argyrol and a bichloride ointment, 
and observation for a day or two are all that is 
necessary, but if there is considerable corneal injury 
or if infection is present, it is advisable gently to 
cauterize the pathologic tissue with carbolic or, 
when the infection is marked, use the cauterizing 
cotton wrapped around a toothpick as a curette. 
Then, in addition to the irrigation and the use of 
argyrol and ointment, atropine should be instilled 
and a pad applied. The eye should be kept at rest 
until the cornea is completely healed. 

In cases of deep sloughing ulcers followed by 
hypopyon, etc., a search for external causes should 
be made. Syphilis, kidney lesions, diabetes, disease 
of the teeth, tonsils or sinuses, lachrymal disease, 
etc., are some of the important conditions to be 
looked for and corrected. The diet should be regu- 
lated as to overfeeding, and about 120 gr. of sodium 
salicylate should be given every twenty-four-hour 
period. In the presence of trachoma, brushing the 
everted eyelids with boric acid powder two or three 
times a week is beneficial. Caustics are contra- 
indicated. So-called intensive treatment three times 
a day may help. One drop of 1 per cent atropine 
should be dropped into the eye every five minutes 
six times, the solution being prevented from running 
into the nose by pressure on the tear duct. In the 
meantime, heat as strong as bearable should be 
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applied. At the end of the half-hour period, dionin 
strong enough to produce an oedema of the con- 
junctive—beginning with a 5 per cent solution and 
increasing, as necessary, to the powder—should be 
used. From ten to fifteen minutes later the treat- 
ment should be completed with the use of atro- 
pine and mercurial ointment. In some cases of hypo- 
pyon the anterior chamber must be opened and washed 
out. Occasionally, in spite of treatment, the eye 
is lost because of general panophthalmitis, and 
enucleation becomes necessary. 

The author does not use the actual electric cautery 
as much today as formerly because of the ease of 
perforation. Prince’s ‘‘pasteurizer”’ and subcon- 
junctival injections of bichloride, salt, dionin, milk, 
etc. he has found disappointing. 

MAnrrepD R. WAtTz, M.D. 


Driver, W. E.: The Growing Importance of Mapping 
Fields of Vision. Virginia M. Month., 1923, 1, 203. 


Mapping of the fields of vision, if done with pains- 
taking care, will be of great aid in diagnosis and in 
the decision as to the type of treatment. It is neces- 
sary to map out, not only the form fields, but also 
the color fields and blind spots. Frequently these 
give very early evidence of organic lesions. 

Tuomas D. Atten, M.D. 


Bailey, J. H.: The Surgical Anatomy of the Lachry- 
mal Sac. Am. J. Ophth., 1923, 3 s. vii, 665. 


The author describes in considerable detail the 
bony framework and the muscular and ligamentous 
coverings of the lachrymal sac and then discusses 
some of the difficulties that confront the surgeon in 
doing an extirpation. The two most important 
difficulties are the locating of the sac and the control 
of hemorrhage. A skin incision is described which 
permits access to the sac without section of certain 
anastomosing blood vessels. The difference in the 
appearance of the lachrymal fascia and the lachrymal 
sac is largely a difference of color; the former is 
white and the latter bluish. Great care should be 
taken not to enter the orbit. 

Tuomas D. ALLEN, M.D. 


Peter, L. C.: Slit-Lamp Studies of Hernia of the 
Vitreous: Its Relation to Cataract Operations. 
Am. J.Ophth., 1923, 3 Ss. vii, 644. 

This article is based on slit-lamp studies of hernia 
of the vitreous following the extraction or sponta- 
neous absorption of cataracts. In two cases of trau- 
matic cataract the vitreous could be seen prolapsed 
into the anterior chamber. Four cases of hernia of 
the vitreous are reported (one in detail), and four 
cases of extraction, two of which were operated 
upon by Barraquer, one by Smith, and one by the 
author by the Smith method. 

While the external appearance of the eye operated 
upon by the Barraquer method was perfect, the 
slit lamp revealed hernia of the vitreous and many 
opacities. In the cases operated upon by the Smith 
method the external appearance was poor but the 
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iris was not tremulous and the internal conditions 
were good. The author believes that although 
discission has been done for years, the possible 
damage to the vitreous is greater than has been sus- 
pected. Vircit Wescort, M.D. 


Killick, C.: A Series of 100 Cases of Cataract Re- 
moved under a Subconjunctival Bridge. Brit. 
J. Ophth., 1923, vii, 320. 

Influenced by the work of Terrien and by marked 
loss of vitreous in two successive cases in his own 
practice, the author changed his technique in 
cataract extractions to the use of a subconjunctival 
bridge. 

The method was advocated by Desmarres in 1855 
but was later abandoned even by its originator. 
In 1898, Pansier, and in 1899, Vacher, revived it, but 
it was not generally accepted. More recently, 
Bajardi, Lundsgaard, and Cridland have advocated 
it. All have reported very excellent results, espe- 
cially as to complicating infections, renversement of 
the corneal flap, and the loss of vitreous, but admit 
that it is somewhat difficult. 

The author’s method is copied from that of Terrien 
whose technique was very similar to that of Desmar- 
res. The incision is made with puncture and counter- 
puncture at the limbus and the section is completed 
with a conjunctival flap which is not cut through 
but left as a bridge. This bridge varies in width; 
the average width is about 4mm. When the section 
has been completed the flap is turned backward 
and made to glide beneath the conjunctiva as far 
as possible, as the longer the bridge the easier the 
extraction and the broader the bridge the better 
the coaptation of the wound lips. Care must be 
taken to keep the knife edge from touching the 
speculum. The ordinary technique is then followed 
except that everything is done subconjunctivally. If 
the combined extraction is performed, the author 
prefers the innerside of the right eye for the colo- 
boma and the outer side of the left eye. In selected 
cases simple extraction is preferred. 

After the capsule has been opened with a cysto- 
tome, the ease of the extraction depends upon the 
kind of lens and, to a great extent, upon the bridge. 
Depressing the upper lip of the wound with a spatula 
to assist in the delivery of the lens is unnecessary as 
simple pressure is sufficient. As the bridge will not 
permit overgaping of the wound, considerable 
pressure may be exerted. After the lens has started, 
gentle guidance upward and laterally is all that is 
necessary. Once in a while division of the bridge 
may be indicated. The operation is concluded in 
the usual way by smoothing out the iris and instilling 
atropine in cases of iridectomy and eserine in the 
others. A single or bilateral pad is applied and the 
patient allowed to walk back to his room from the 
operating room. At the end of twenty-four hours, 
the eye is examined and the dressings are changed. 
The patient is allowed to get up in from twenty-four 
hours to three days, and glasses are given on the 
fifth, sixth, or seventh day. 
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The advantages of the operation are that it safe- 
guards against infection and loss of vitreous and that 
the surgeon has complete control of the eye when 
the bridge has been fashioned. The disadvantages 
are that the bridge constitutes a complication and 
makes the operation less easy. In none of the 
author’s cases was there delayed healing, excessive 
haemorrhage into the anterior chamber, or prolapse 
of the iris. 

The one contra-indication to the operation is a 
narrow palpebral fissure. For a fully ripe cataract 
of the ordinary type it is almost ideal. 

Manrorp R. Wattz, M.D. 


Lippincott, J. A.: Local Anzsthesia an Adjuvant 
in Ocular Therapeutics: Is the Process of Ab- 
sorption under Nerve Control? Am. J. Ophth., 
1923, 3 S. Vii, 631. 

Lippincott reports two cases in which the pupil 
failed to dilate in the presence of corneal ulceration 
until, in one case the mydriatic was heated to the 
boiling point and in the other the cornea was 
anesthetized with cocaine before the instillation of 
atropine. He reports also five of a series of cases in 
which he used a non-mydriatic anesthetic in one 
eye before instilling a mydriatic in both eyes. The 
pupil dilated more quickly and to a greater extent 
in the anethetized eye. In five other cases the pu- 
pil was dilated with adrenalin and a non-mydriatic 
anesthetic was used in one eye. 

Vircit Wescott, M.D. 


Cheney, R. C.: The Bactericidal Power of Argyrol. 
Am. J. Ophth., 1923, 3 vii, 648. 

The author found by experiments that argyrol 
is most effective as a bactericidal agent when the 
bacteria are well separated, and is least effective 
when they are clumped together and surrounded by 
mucus or pus. 

Silver nitrate was found more effective than 
argyrol. Vircit Wescort, M.D. 


Grimsdale, H.: Disease of the Retinal Vessels and 
the Early Signs of Arteriosclerosis in the Eye. 
Med. Press, 1923, n.S. CxXvi, 112. 


The large number of physiological variations in 
the fundus oculi must not be mistaken for pathologic 
changes. Pulsation of the veins occurs in normal 
persons but pulsation of the arteries indicates gen- 
eral disease, such as aortic insufficiency, or local 
disease such as glaucoma. The arteries dilate after 
systole of the ventricles while the veins enlarge just 
before systole. 

The condition of the retinal vessels as seen with 
the ophthalmoscope is a good indication of the 
condition of the cerebral vessels. The author 
divides arterial changes into two groups: those due 
to increased blood pressure and those due to angio- 
sclerosis. He believes that retinal haemorrhage is 
a sign of general disease of the blood, and that 
embolism or thrombosis are due to “‘patchy”’ angio- 
sclerosis. Vircit Wescott, M.D. 
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Goss, H. L.: The Effect of Blood Transfusion on the 
Retinitis of Pernicious Anemia. Am. J.Ophth., 
1923, 3S. Vii, 661. 

Goss draws the following conclusions: 

1. Transfusion does not prevent the further oc- 
currence of hemorrhages in the retina. 

2. Transfusion does not cause the retinal hemor- 
rhages to become absorbed any more rapidly. 

3. The remote effect of the transfusion is a 
gradual lessening of the retinal oedema and a de- 
crease in the tendency toward hemorrhage. 

4. Nochange occurs in the retina as an immedi- 
ate effect of transfusion. THomas D. ALLEN, M.D. 


EAR 


Mollison, W. M.: A Case of Vertigo Cured by 
Opening the External Semicircular Canal. Proc. 
Roy. Soc. Med., Lond., 1923, xvi, Sect. Otol., 60. 


The author reports a case of giddiness and tinnitus 
in a man aged 42 years which was relieved by open- 
ing the semicircular canal. The onset of the giddi- 
ness was sudden and the attacks recurred at fre- 
quent intervals. 

Examination of the ears showed normal mem- 
branes. In the right ear the hearing was good, but 
in the left ear almost absent. There was no spon- 
taneous nystagmus. The caloric responses on both 
sides were sluggish. Past pointing was good on the 
right side and absent on the left side. Four weeks 
after the opening of the left semicircular canal the 
patient was entirely free from vertigo and could hear 
a whisper at a distance of 8 ft. from the left ear. Six 
weeks later the affected ear was found to be deaf. 

The operation was performed by opening the 
mastoid exactly as in an ordinary mastoidotomy, 
well exposing the aditus region to obtain a good view 
of the external semicircular canal, and then chipping 
the canal open. James C. Braswett, M.D. 


Hubert, L.: A Study of the Mechanism of Pain as 
Seen in Otological Cases. Laryngoscope, 1923, 
XXxili, 596. 

The author divides pain in otological cases into 
three types, viz., somatic, autonomic, and psychic. 

Somatic pain is caused by irritation of the pain 
sense organs or the pain nerve fibers of the ear or by 
irritation of these nerves or closely related nerves 
distributed to structures some distance from the 
ear. In the latter instance there is no disease of the 
ear proper, but only pain in front, within, or behind 
the ear. In some cases somatic pain may be due 
to involvement of the sensory ganglia which supply 
the ear with sensation. 

The presence of autonomic pain in or around the 
ear has not yet been definitely proved. Its existence 
will depend upon whether or not afferent autonomic 
fibers are present in the nose, nasopharynx, and 
buccal cavity. 

Psychic pain has its origin in the cerebrum and 
is referred to the ear, especially to the mastoid 
region. James C. BrasweELL, M.D. 
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MacPherson, D.: Fibrosarcoma of the Nasopharynx 
Treated by Operation and Radium. Laryngo- 
Scope, 1923, XXxiii, 653. 

MacPherson reports a case of fibrosarcoma of the 
nasopharynx in which the swelling extended over 
the antrum and completely blocked the right side 
of the nose. The growth was within the antrum but 
attached to it by only small fibrous trabeculze which 
were easily broken down by the finger. Its site of 
origin was the lateral wall of the pharynx and the 
sphenoid base. It was removed from its attachment 
by the anterior route of the antrum. The operator 
was unable to remove its base as it was very firmly 
attached and the operation was very bloody. The 
loss of blood necessitated the intravenous adminis- 
tration of saline solution. In the future MacPherson 
will tie the carotid before attempting an operation 
of this type. 

After the operation approximately 10,000 mgm.- 
hrs. of radium treatment was given. 

One year later the author found a recurrence in 
the nasopharynx, but he believes that the growth 
will be controlled by the use of radium. 

James C. BrasweELt, M.D. 


Loftus, J. E.: Cerebrospinal Rhinorrhea, with the 
Report of a Case. Laryngoscope, 1923, xxxiii, 617. 
Cerebrospinal rhinorrhoea is a rare affection which 
is characterized by the escape of cerebrospinal 
fluid into the nose. The literature reports twenty- 
three cases; the first was described by King in 1834. 
The etiology is obscure. The author is of the 
opinion that there is a congenital defect in the base 
of the skull and that the embryonic canal may be 
forced open by sneezing or coughing, a direct com- 
munication being thus established between the roof 
of the nose and the third ventricle. 

The chief symptom is the dripping of a clear 
watery fluid from the nose. This may be inter- 
mittent, occurring weekly or monthly. It is most 
rapid when the head is in the upright position, and 
the amount is increased when the patient strains or 
becomes excited. Usually there are associated eye 
symptoms and symptoms of intracranial pressure. 

The diagnosis is based on the dripping from the 
nose and an examination of the fluid. The fluid is 
free from taste, smell, and sediment. It contains 
albumin and globulin in small amounts and a sub- 
stance which reduces Fehling’s solution. Its specific 
gravity is low. 

The prognosis is unfavorable as the condition is 
usually fatal. There are only two cases on record 
in which an apparent cure was obtained. 

Nothing can be done in the way of treatment. It 
is not only useless, but even harmful, to check the 
flow of the fluid. Nasal treatment is contra-indicated. 
Lumbar puncture has proved unsuccessful. 

The author reports in detail a case of cerebro- 
spinal rhinorrhoea in a woman 40 years of age. 

James C. BrasweELt, M.D. 


SURGERY OF THE 


MOUTH 


The Surgery of Harelip and Cleft- 


Gibbon, J. W.: 
1923, lxxxv, 


Palate Deformities. South. M. & S., 
355- 

Harelip and cleft-palate deformities interfere 
seriously with deglutition and general development. 
Therefore, operation is followed by marked im- 
provement in the general health as well as in the sub- 
ject’s appearance. 

Embryologically, the closure of the lip and palate 
proceeds from front to back: the lip first, then the 
alveolus, then the hard palate, and finally the soft 
palate. By the eleventh week of intra-uterine life, 
the union of the parts forming the lip, alveolus, and 
palate is usually complete. 

The author believes that if the general condition 
is satisfactory, harelip should be repaired before the 
child is 3 months old, and that the bone repair should 
be completed at the ninth or tenth month. This is 
in accord with the views held by Berry, New, Richie, 
Thompson, Roberts, Davis, and others, but contrary 
to the opinion of Brophy and Blair who believe that 
the alveolus should be operated upon early. 

The general principles underlying harelip and 
cleft-palate surgery are the maintenance of an ade- 
quate blood supply and the prevention of tension on 
the sutures and sepsis. In operations on the lip the 
most important points are the prevention of notch- 
ing, the correction of the widening of the nostrils, 
and the care of the premaxilla in bilateral clefts. 

In the author’s opinion, the palate should be 
operated upon, if possible, at about the eighth or 
ninth month, and certainly before the child begins 
to talk. B. Stark, M.D. 


Rhein, M. L.: The Present Status of the Pulp ane 
Root ‘Canal Problem. N. York M. J. & Med 
Rec., 1923, cxviii, 148. 

The author gives a brief historical review of the 
failure of the dental profession to solve the root 
canal problem, pointing out the fact that, in the past, 
the importance of perfect asepsis and the elimination 
of infection was not appreciated, and that even 
today the general practitioner is not treating root 
canals properly. One explanation is an economic 
one, as proper treatment requires a great deal of 
time for the careful removal, in a perfectly sterile 
field, of every particle of pulp tissue and for perfect 
filling of the root canal and roentgenograms to 
check up the progress and results. This renders the 
expense almost prohibitory to the average person. 
The only solution may be to refer all root canal 
operations to the specialist. 

The percentage of failure depends upon many 
conditions, but in the absence of infection a success- 
ful result should be obtained in 95 per cent of the 
cases. When only the pulp is infected and the peri- 
cementum is intact, a successful result should be 
obtained in 80 per cent of the cases. When the peri- 
cementum has been destroyed by infection or when 
previous treatment has failed, the wise operator will 
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refuse to attempt further treatment, although in a 
small percentage of cases there is some chance of 
Cartes W. Freeman, D.D.S. 


success. 


THROAT 


New, G. B.: Congenital Obstruction of the Larynx 
and Pharynx. J. Am. M. Ass., 1923, lxxxi, 363. 


Six cases illustrating different types of congenital 
obstruction of the larynx and pharynx, a rare con- 
dition, are reported. This condition may be due to 
various causes. One common symptom, respiratory 
obstruction in the newborn infant, was present in 
all, and formed the basis for the study. 

CasE 1. Congenital laryngeal stridor in a boy 8 
weeks old. The laryngeal obstruction was due to 
the approximation on inspiration of the aryepiglottic 
folds. The condition did not demand treatment and 
the child gradually improved. 

CasE 2. Congenital middle line or bilateral abduc- 
tor position of the true cords in a mentally deficient 
child 10 months old. The obstruction did not re- 
quire immediate treatment and gradually decreased. 

Case 3. Subglottic laryngeal diaphragm in a 
child 1 year old. The tracheotomy tube was re- 
moved about one year from the time of the original 
examination, and as no obstruction followed, treat- 
ment was considered unnecessary. 

CasE 4. Angioma of the larynx in a child 9 
months old. The angioma cleared up under radium 
treatment. 

CasE 5. Lingual thyroid in a boy 3% months 
old. The typical tumor was found at the base of the 
tongue. The obstruction was not sufficiently marked 
to require treatment. 

Case 6. Congenital flaccid tongue and palate in 
a child 2 months and 3 weeks old. The child could not 
eat or sleep. On inspiration the tongue was sucked 
back against the posterior pharyngeal wall, caus- 
ing partial obstruction, and on expiration the neck 
ballooned up as the soft palate and tongue approxi- 
mated. The opening was maintained in the pharynx 
by the use of a piece of curved celluloid, and the 
child gradually improved. Ultimately the celluloid 
appliance was discarded. 

No cases were found reported in the literature 
similar to Cases 2 and 6. It is assumed, therefore, 
that two additional types of the condition are de- 
scribed in this report. G. B. New, M.D. 


Thomson, St. C.: A Laryngeal Case Apparently of 
Epithelioma (Possibly Syphilis) Completely 
Healed and Arrested under X-Ray Treatment 
Without Operation. Proc. Roy. Soc. Med., Lond., 
1923, xvi, Sect. Laryngol., 60. 


The case reported was that of a man 68 years old. 
Microscopic examination showed the growth to be 
an epithelioma. Operation was refused because of 
the extension of the neoplasm and the patient’s age. 

The radiation employed was the most penetrating 
which a 16-in. coil would yield, increasing up to a 
1o-in. spark and approximately from 130,000 to 
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150,000 volts. The filtration was 8mm. of aluminium 
and a pad on the skin. Twice a week for a month 
a full dose of the rays was directed to the larynx, 
first from the left side and then from the right side. 
Subsequently this was repeated at fortnightly inter- 
vals for several months. Altogether, twenty hours 
of exposure were given from January to November. 
Otro M. Rort, M.D. 


NECK 


Hobson, F. G.: A Comparative Study of the Basal 
Metabolism in Normal Men. Quart. J. Med., 
1923, Xvi, 363. 

Fifty-one male subjects were examined in an 
attempt to establish a base line for the basal metab- 
olism of normal persons. A very careful check was 
made on these subjects to establish their normality 
in relation to their weight, their physical fitness as 
judged by their vital capacity and pulse response to 
exercise, the hemoglobin content of the blood, the 
blood pressure, the respiratory rate, and the pulse 
rate while they were lying down. The examinations 
were made in the post-absorptive state, twelve to 
fourteen hours after the last meal and after a rest of 
one to one and a half hours following the walk or 
bicycle ride to the office; they were made at a room 
temperature between 16 to 20 degrees C. and when 
the temperature by mouth was normal. Five of the 
fifty-one males were rejected as not normal. 

The metabolism was calculated by three methods, 
those of Benedict, DuBois, and Dreyer, and the 
calculated normal weight was used as well as the 
actual weight at the time of the experiment. The 
subjects ranged in age from 9 to 4o years. Most 
of them were school boys, students, professors, 
doctors, and laboratory workers. 

The conclusions drawn from this investigation 
were as follows: 

Wn 


1. Dreyer’s formula, GxAo.133"" K, n being ap- 


proximately o.5 and K equaling 0.1015 in males, 
expresses the basal metabolism in an extremely 
satisfactory manner over a wide range of body size 
and age. 

2. A definite and important improvement between 
calculation and observation is obtained when the 
calculated normal weight is used for purposes of 
calculation instead of the observed weight. 

3. Healthy persons whose observed weight differs 
from their calculated weight may have a metabolism 
which is entirely normal, considered in relation to 
their calculated or normal weight. 

4. From both theoretical and practical stand- 
points the calculated weight should be employed in 
calculating the normal basal metabolism. 

5. For persons leading a healthy active life with 
opportunities for physical recreation, the K in 
Dreyer’s formula will be found equal to approxi- 
mately 0.0990 instead of 0.1015. 

6. Dreyer’s formula is highly satisfactory from 
both theoretical and practical standpoints. It is 


an improvement upon the methods of Benedict and 
DuBois in that it holds true over a wider range of age 
and weight with greater accuracy and is based upon 
sounder principles. Marcus H. Hogart, M.D. 


Starlinger, F.; Physico-Chemical Investigations 
of Thyroid Problems (Physikalisch-chemische Un- 
tersuchungen zum Schilddruesenproblem). Mitt. a. d. 
Grenzgeb. d. Med. u. Chir., 1923, Xxxvi, 334 


As the existence of a specific internal secretion of 
the thyroid has not yet been proved, the author 
studied the blood plasma which, during its passage 
through the thyroid, would come into closest contact 
with the hypothetical secretion. All previous studies 
have been made on the peripheral blood which, of 
course, shows no purely thyroid-hormone action. 

Physico-chemical examination revealed differences 
in diffusion in the plasma from the thyroid veins 
and arteries in the sense that in the vast majority 
of cases the arterial plasma seemed to diffuse less 
readily than the venous plasma. In a smaller 
percentage of the cases the findings were just the 
reverse. Changes in diffusion of the first type indi- 
cate clinically, morphologically, and physico-chem- 
ically a goiter of hyperfunction, while the lower- 
ing of diffusion in the venous plasma is character- 
istic of goiter of hypofunction. On these grounds the 
function of the thyroid is conceived to be the break- 
ing down of highly complex protein molecules and 
the giving off of protein derivatives into the blood 
stream. The occurrence and degree of this breaking- 
down process is dependent upon an energetic cata- 
lytic agent which does not injure the gland. A 
specific secretion in a stronger sense is to be denied. 
The overworking of this function leads to functional 
hypertrophy and ultimately to the formation of a 
goiter. 

On the basis of this working hypothesis various 
factors regarded clinically and experimentally as 
predisposing are explained. The assumption of a 
specific exogenous toxin for an entire class of goiters 
seems superfluous. The causes are various endog- 
enous, physiological, and pathological processes 
which have as a common characteristic a long-contin- 
ued increase of fibrinogen in the plasma. 

Harms (Z). 


Reed, T., and Clay, H. T.: A Survey of Thyroid En- 
largement Among the Children of Grand 
Rapids. J. Michigan State M. Soc., 1923, xxii, 323. 


In a survey of the school children of Grand Rapids, 
numbering 26,215, enlargement of the thyroid gland 
was found in 30 per cent. Thirty-two per cent o/ 
those affected were boys and 67 per cent were girls. 
The examination consisted of inspection and care- 
ful palpation of the thyroid gland, and the appli- 
cation of the swallowing test. The enlargement was 
graded 1, 2, 3, or 4 according to its extent. Cases o! 
distinct adenoma were graded 5. 

The frequency of thyroid enlargement was rather 
high among high school children, ranging from 30 
to 60 per cent in different schools. Two and one-hali 
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times as many girls as boys were found to have a 
thyroid tumor. The incidence of the condition in- 
creased in both sexes from the fifth to the fourteenth 
year of age. The changes at puberty are perhaps 
accountable in part for the higher incidence in girls. 
No cases of exophthalmic goiter were discovered. 
While only slight enlargements were found in 
boys, the disease is more frequent among boys than 
is generally supposed. The routine administration 
of ro mgm. of iodine has been urged by the health 
authorities as a preventive measure. 
J. Pickett, M.D. 


Eggenberger, H.: The Prevention of Goiter and Its 
Recurrence (Die Verhuetung des Kropfes und des 
Kropfrezidives). Schweiz. med. Wchnschr., 1923, liii, 
245. 

In the etiology of goiter a deficiency of iodine 
plays an important réle. Iodine undergoes slow 
metabolism in the organism. Eggenberger estimates 
this to be o.ooo1r gm. daily. The thyroid is an iodine 
reservoir and iodine is an indispensable inorganic con- 
stituent of food. Goiter and cretinism must be 
regarded as diseases of the thyroid gland due to 
iodine deficiency. Even minute doses of iodine 
(one drop of a 14 per cent solution of potassium 
iodide daily) given over a long period of time have 
a prophylactic action. Iodine occurs everywhere in 
nature in minute quantities chemically difficult to 
detect. The air and water contain a greater quan- 
tity the closer the sea is approached. In enclosed 
areas the iodine content of the air is less than in 
open areas, as iodine is absorbed by man and by 
objects. Plants and animal bodies are rich in iodine. 
Of foodstuffs, eggs, green vegetables, and salt- 
water fish are particularly rich in iodine. In 
general, a goiter-free region is one in which there 
is a surplus of iodine. In Alpine regions there is 
very little iodine in the water. The small thyroid 
glands of goiter-free regions contain more iodine 
than the large ones of goitrous regions. Iodine is 
hest given artificially by adding potassium iodide 
to the table salt. 

In the discussion of this article Henschen em- 
phasized the fact that not all goiters respond to 
iodine. Some respond much better to calcium 
chloride, bromine, or silicic acid. Magnesium sili- 
cate, calcium lactate, and sodium bromide have 
proved effective in the treatment of soft goiters and 
also decrease the size of large goiters. Korntc (Z). 


Hertzler, A. E.: The Nature and Treatment of In- 
terstitial Goiter. Nebraska State M. J., 1923, viii, 
261. 


Persons with interstitial goiter are nervous and 
irritable, lose weight and sleep, and suffer with 
tachycardia and flushing. The pathologic changes 
in this condition are characterized by an increase 
in the interstitial cells, flattening of the acini, and 
a change in the colloid. Function is impaired. The 


gland somewhat resembles the thyroid at the fourth" 


or fifth year of age. 
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In an adolescent goiter there is merely an increase 
in colloid and no change in the cells. In an adenoma 
there is an increase in epithelium. In secondary 
degeneration of a colloid goiter the colloid shows a 
different degeneration and the cells are frankly 
atrophic. 

Interstitial goiter is most common between the 
eighteenth and thirtieth years of age. The subjects 
are usually tall slender girls, who become fatigued 
easily. The metabolic rate is not increased, and eye 
signs are uncommon. The gland is usually small and 
somewhat tender. Tuberculosis can be differen- 
tiated by the Goetsch test. 

As a rule, operation does not give permanently 
satisfactory results because function is decreased. 
The author therefore operates only when the gland 
is very large. He gives bromides to relieve the 
nervousness and sleeplessness, and iodides to stimu- 
late the gland. Improvement requires many months. 

Persons with interstitial goiter should be examined 
carefully for other pathologic conditions. A large 
number of them will be found to have a pelvic 
disorder. Marcus H. Hopart, M.D. 


Willius, F. A., Boothby, M. W., and Wilson, L. B.: 
The Heart in Exophthalmic Goiter and Adeno- 
ma with Hyperthyroidism, with a Note on the 
Pathology. Med. Clin. N. Am., 1923, vii, 189. 


Much of the confusion with regard to the cause as 
well as the treatment of the cardiac phenomena 
of exophthalmic goiter and of adenomatous goiter 
with hyperthyroidism has been due, first, to inexact 
knowledge of the symptoms characterizing these 
diseases, which result from improper or increased 
activity of the thyroid gland, and second, to failure to 
differentiate them from more or less similar syn- 
dromes such as cardiac neurosis, the irritable heart 
of soldiers, disordered action of the heart, and neuro- 
circulatory asthenia, which are not attributable to 
improper functioning of the thyroid gland. 

Exophthalmic goiter is a constitutional disease 
due apparently to an excessive, and probably ab- 
normal, secretion of an enlarged thyroid gland show- 
ing, pathologically, diffuse parenchymatous hyper- 
trophy and hyperplasia. It is characterized by an 
increased basal metabolic rate with resulting second- 
ary manifestations, a peculiar nervous syndrome, and, 
usually, exophthalmos and a tendency to gastro- 
intestinal crises of vomiting and diarrhoea. The cause 
of the pathologic process and activity of the thyroid 
gland is not known. 

Adenomatous goiter with hyperthyroidism is a 
constitutional disease due to the presence in the 
thyroid gland of adenomatous tissue which, by main- 
taining an abnormally high and unregulated con- 
centration of thyroxin within the body, causes an 
increased basal metabolic rate with resulting second- 
ary manifestations. 

The most outstanding fact shown by the data 
presented in this article is the infrequency in both 
exophthalmic goiter and adenoma with hyperthy- 
roidism of symptoms indicating cardiac disease. 
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Only one-fourth of the patients had auricular fib- 
rillation, and in less than one-half of these was the 
fibrillation a constant phenomenon. About one- 
fifth had a moderate degree of cedema of the legs as 
evidence of slight cardiac weakness, and this dis- 
appeared readily under treatment with rest and 
digitalis. Not more than 2 per cent of the patients 
presented sufficient clinical evidence of myocardial 
injury to classify them as having serious cardiac 
disease. When cardiac damage is present, however, 
it is a very dominant factor in the prognosis and 
treatment. In this limited group of cases the opera- 
tive mortality can be greatly reduced by measures 
directed toward restoration and maintenance of 
cardiac compensation. The misconception with re- 
gard to the frequency of cardiac disease in hyper- 
thyroidism arose undoubtedly from the interpreta- 
tion of the increased heart rate as evidence of a 
pathologic condition of the heart, whereas, until 
the later stages, when the symptom is supplemented 
by those of fatigue with auricular fibrillation, it is 
evidence of normal response to increased demand. 

The opinion is prevalent that many of the deaths 
in both diseases are due to heart failure as the major 
factor. Death is a complex process. It is difficult to 
estimate the relative importance of the various 
factors involved, but the authors believe that their 
data permit them to make such an estimation with 
more clearness and exactness than heretofore, and 
possibly to eliminate certain misunderstandings on 
the subject. 

Their experience has been that if these patients 
receive appropriate cardiac treatment they appar- 
ently do not die of heart failure. In a consecutive 
series of twenty-three deaths, including postopera- 
tive deaths as well as those occurring before operative 
intervention was possible, there was only one in 
which the heart could be considered as the major 
contributory cause. This patient had general ana- 
sarca and was dyspneeic and cyanotic; the heart was 
markedly enlarged and the auricles persistently 
fibrillated throughout the period of observation; at 
no time was operative intervention considered. 

Deaths from postoperative acute hyperthyroid 
crisis with increasing elevation of the heart rate, with 
or without the development of auricular fibrillation, 
have been usually attributed by the surgeon to 
heart failure. A careful analysis of the symptoms 
in the series of cases studied revealed that such an 
interpretation of death is not justified, in the main, 
except for the final cataclysm. The evidence points 
to the reverse conclusion, because the increased heart 
rate is an expression of the attempt of the heart to 
increase its volume output sufficiently to meet the 
demands made upon it by the greatly increased 
metabolism. It is undoubtedly true that the heart 
muscle, like other tissues in the body, is rendered 
more irritable and less efficient by the intense thy- 
roid intoxication. 

This cardiac reaction closely simulates, although 
in an exaggerated form, the symptoms seen during 
the height of a severe acute infection. Because the 


INTERNATIONAL ABSTRACT OF SURGERY 


postoperative hyperthyroid crisis is more prone to 
occur in patients with a high degree of hyperthy- 
roidism, especially when this is associated with the 
irritability, mental instability, and depression char- 
acteristic of exophthalmic goiter, and because the 
intensity of the reaction and the number of deaths 
are decreased by the administration of iodine, as 
shown by Plummer’s recent investigation, it is proba- 
ble that the reaction is dependent on a peculiar in- 
toxication caused by the presence in the body of an 
excess of an incompletely iodized thyroid secretion. 
The intensity of this reaction varies greatly; certain 
patients barely survive and others might survive if the 
heart could withstand the strain twenty-four hours 
longer; in this latter sense, the condition of the heart 
must, of course, be considered a contributory factor. 

From the study of the various data and from an 
analysis of the individual case reports, especially 
those of the patients who died, the conclusion is evi- 
dent that if the patient is properly treated, cardiac 
death in exophthalmic goiter and in adenomatous 
goiter with hyperthyroidism is a very rare occur- 
rence. The finding at autopsy of fatty degeneration 
of the heart, which in some cases is no more than 
that found in persons who die of old age, appears 
to be an expression of the effect of a long-continued 
or intense toxemia combined with increased activ- 
ity. As similar changes have been found in certain 
voluntary muscles, such as the quadriceps, the fatty 
degeneration of the heart cannot be regarded as the 
major cause of death, although if extreme, it may 
render the heart unable to withstand the strain 
until the crisis is past. 

The surgical mortality in cases of exophthalmic 
goiter and in those of adenomatous goiter with hy- 
perthyroidism is an expression of the detailed care 
and co-ordination of the medical, laboratory, and sur- 
gical services. As patients with these diseases are 
very susceptible to anoxemia, injury to the recur- 
rent laryngeal nerves and the production of laryn- 
geal oedema are particularly dangerous as they place 
a still greater strain on the already overloaded heart. 
For the avoidance of these as well as other surgical 
dangers in the maintenance of a low surgical mor- 
tality, the major portion of the credit justly belongs 
to the surgeon. On the other hand, as in exophthal- 
mic goiter and in adenomatous goiter with hyper- 
thyroidism the heart is subjected to tremendous 
demands far in excess of those made in any other 
disease, it is incumbent on the physician and the 
surgeon to aid it by appropriate measures. 

The hearts in the cases on which the foregoing 
clinical report was based are a small group in a large 
series, the pathology of which is being studied at the 
present time by one of the authors. Although the 
group considered alone is too small and the patients 
concerned represent too wide a variation in age and 
in the continuation and type of the disease to war- 
rant conclusions from the pathologic data alone, the 
following results of their review are of interest: 

Of the hearts of the twenty-one cases which came 
to autopsy, some degree of hypertrophy was noted 
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in sixteen. In two instances the heart weighed 500 
gm. and 550 gm. respectively. Both of these hearts 
were in large females, one with exophthalmic goiter, 
and the other with nodular goiter, associated with 
an acute terminal fibrinous pericarditis. In the other 
cases the hypertrophy equalled a 5 to 1o per cent 
increase in weight. In two of the hypertrophied 
hearts fibrosis was present. 

Eleven of the sixteen patients with hypertrophy 
of the heart were past 45 years of age. One was 15, 
one 35, and one 38 years old. Ten of the sixteen 
hypertrophied hearts showed distinct dilatation as 
well as hypertrophy. 

No note appears in the autopsy findings concern- 
ing dilatation or hypertrophy of the heart in the 
other five cases except that in one the heart weighed 
250 gm. and was “firm and beefy” in texture. As is 
usual in exophthalmic goiter, the hearts at autopsy 
were mostly pale, soft, and somewhat dilated. 

Histologically, the myocardium in eighteen cases 
showed apparently swollen fibers with indistinct 
striations and well-marked lipoid changes. How- 
ever, only five of the patients whose hearts were 
examined were under 40 years of age. It is difficult, 
therefore, accurately to determine whether the lipoid 
changes were greater than might have been expected 
in persons more than 4o years of age and without 
exophthalmic goiter, but it is apparently true that 
in persons with long-continued, pronounced hyper- 
thyroidism, the myocardium reveals more advanced 
fat changes than are present in the myocardium of 
persons of the same age without hyperthyroidism. 

The impression of these hearts gained by the 
pathologist from both gross and microscopic exami- 
nation is that of weak rather than strong muscles, 
although it appears from this series of cases that a 
large proportion of them show muscular hyper- 
trophy. W. M. Boorusy, M.D. 


Austin, R. C.: Surgical Indications in Goiter. Ohio 
State M. J., 1923, xix, 557. 


Histologically, the three variations from the normal 
thyroid are:(1) an increase in intra-alveolar colloid, 
(2) the development of new alveoli, and (3) hyper- 
trophy of the alveolar epithelium. These variations 
form the basis of the three main types of goiter: 
(1) the colloid goiter, (2) the adenomatous goiter, 
and (3) the exophthalmic goiter. All other types 
are variations or combinations. 

The colloid type of goiter is seen most often in 
girls between the ages of 10 and 18 years. There is a 
symmetrical enlargement of both lobes and the 
isthmus, and the gland is soft and smooth. Opera- 
tion is warranted only by pressure symptoms or for 
cosmetic reasons. The adolescent type usually dis- 
appears before the twenty-fifth year of age. 

The colloid goiter is an expression of a deficiency 
in the amount of iodine available to the thyroid. 
Marine has shown that the administration of iodine 
often prevents or evencures colloid goiter, and he and 
Kimball believe that 2 gm. of sodium iodide given in 
1-gr. daily doses twice a year are sufficient. 
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The adenomatous type of goiter is most common 
in the third and fourth decades of life. Examination 
reveals single or multiple firm masses. The symp- 
toms due to non-toxic adenomata are purely me- 
chanical. Toxic adenomata cause, in addition, in- 
creasing nervousness, tachycardia, dyspnoea, pal- 
pitation, tremor, weight loss, easy fatigue, hyper- 
tension, increased perspiration, and increased appe- 
tite. The wave of intoxication ascends progres- 
sively without the remissions which occur in ex- 
ophthalmic goiter. 

Plummer observed that the adenomatous type of 
goiter appears at the average age of 22 years and 
comes for treatment nineteen years and five months 
later, after the symptoms have been noted for two 
years and five months. The treatment is surgical 
if the adenoma is 3 cm. or more in diameter. Liga- 
tions are of no benefit. 

Exophthalmic goiter may occur at any age, but 
is most common in the third and fourth decades. 
The course of the symptoms is somewhat acute, 
reaching a maximum severity or crisis at an average 
period of nine to twelve months from the time of 
their onset. 

In the order of their onset the symptoms are: 
nervousness, vasomotor disturbances, tremor, in- 
creased appetite, tachycardia, loss of strength, 
cardiac insufficiency, exophthalmos, loss of weight, 
diarrhoea, vomiting, and mental depression. 

Examination reveals a firm symmetrical enlarge- 
ment and, in 80 to go per cent of the cases, bruits 
over the thyroid vessels. The onset of hyperthy- 
roidism in exophthalmic goiter is rapid and rather 
acute, while in the toxic adenoma it is slow and in- 
sidious. Nervous symptoms predominate in the 
former and cardiovascular symptoms in the latter 
type. In toxic adenoma there may be a stare but 
exophthalmos is absent. 

The best results in cases of exophthalmic goiter 
are obtained from early operation, but surgical 


treatment should not be given just before, during, or - 


immediately after a crisis. 

In mildly or moderately toxic cases in which the 
average metabolic rate is about 50 per cent, partial 
thyroidectomy may be performed. If the patient is 
markedly toxic, a preliminary ligation followed by 
a secondary ligation should be done. After about 
three months a thyroidectomy may be performed 
safely. 

While the majority of thyroidectomized patients 
have an uneventful convalescence, there is occa- 
sionally a postoperative reaction characterized by 
a rise in the temperature from 103 to 105 degrees 
F. and an extremely rapid pulse. In such cases the 
temperature is controlled by the application of ice 
bags, and sufficient morphine is given to keep the 
patient at mental and physical rest. A hypo- 
dermoclysis of 4,000 c.cm. of saline solution is 
administered twice daily. Blood transfusions give 
striking results. 

Malignancy is seldom diagnosed pre-operatively 
and usually develops in a pre-existing adenoma. 
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Surgery is indicated in the early stages, and X-ray 
and radium treatment in the later stages. 

The causes of surgical failure or incomplete re- 
sults are: (1) errors in the diagnosis, (2) faulty 
judgment in the choice of the time for opera- 
tion, (3) the persistence of cardiovascular-renal 
symptoms resulting from delay of operation, (4) 
the recurrence of symptoms due to incomplete 
operations, and (5) myxoedema resulting from the 
removal of too much of the thyroid gland. 

The numerous advantages of basal metabolic 
readings are enumerated. 

Crayton F. Anprews, M.D. 


Breitner, B.: The Indications for the Surgical 
Treatment and Prophylaxis of Goiter (Indika- 
tionen fuer die chirurgische Behandlung und Pro- 
phylaxe des Kropfes). Wien. klin. Wchnschr., 1923, 
XXXVi, 213. 


The mechanical indication for operation is seldom 
the size of the goiter but usually its relation to the 
trachea (hence the importance of transillumination 
in two planes) and sometimes its relation to the 
cesophagus. Compression of the trachea, even when 
interference with respiration is slight, is in itself an 
indication for surgical intervention, especially in 
young persons, in whom tracheomalacia often fol- 
lows compression. According to Blauel and Reich, 
chronic stenosis of the trachea leads also to colloid 
goiter, and for this additional reason operation is 
necessary. Operation for cosmetic reasons is refused 
by many. In 60 per cent of cases the author has 
been able to find a mechanical indication for opera- 
tion on X-ray examination even when the patient 
did not complain of any symptoms whatever. 

In cases of thyroid hyperfunction the choice of 
procedure is very difficult. This is evident from the 
variety of operations proposed. Kocher ligated one 
or all of the thyroid arteries, while Sudeck, in severe 
cases, removed the gland entirely. Between these 
two extremes lie various operations, thymectomy, 
and roentgen-ray therapy. A functional test of the 
thyroid is essential for the correct interpretation of 
the indications in hyperthyroidism. 

The interpretation of microscopic findings must 
be made on the basis of secretion formation and 
absorption; in some cases of normal secretion hyper- 
thyroidism may result from increased absorption. 
If Basedow’s disease develops in a case of goiter as 
the result of removal from a goitrous region, disease, 
or psychic trauma, the secretion of colloid can be 
arrested by resection. If a persisting thymus is 
associated with goiter causing compression and the 
clinical picture is not exclusively or preponderatingly 
characterized by evidences of hyperthyroidism, re- 
section of the goiter will relieve the compression, but 
thymectomy will perhaps have the most marked 
effect upon the condition. In cases of Basedow’s 
disease with a small, very vascular goiter not causing 
compression, surgery is contra-indicated. The arrest 
of colloid secretion which, according to Blauel and 
Reich, may be brought about by diminished oxygen 


INTERNATIONAL ABSTRACT OF SURGERY 


consumption, cannot be used in the treatment of 
Basedow’s disease. On the other hand, residence in 
an endemic goiter region is beneficial to persons with 
Basedow’s disease. The causative agent of endemic 
goiter seems to have a favorable influence upon 
hyperfunction of the gland. Endemic goiter is based 
upon hypofunction of the gland. 

Although the etiology of goiter is not entirely 
understood, the influence of iodine upon the condi- 
tion has long been known. Sometimes hyperthyroid- 
ism is induced by the administration of iodine. The 
author has been able to demonstrate experimentally 
that colloid is stored incomplete secretion of the 
gland which may be brought to the finished state by 
doses of iodine. The administration of small quanti- 
ties of iodine in sodium chloride as recommended 
by Wagner-Jauregg has proved a very good pro- 
phylactic measure. Injurious effects from such small 
quantities have never been observed. By this 
treatment the accumulated colloid is removed, and 
the goiter decreased in size. Since young persons 
utilize more thyroid secretion than older persons, 
the administration of iodine is not apt to produce 
hyperthyroidism in the former. This fact also indi- 
cates that endemic goiter is caused by interference 
with the absorption of secretion. The administra- 
tion of small quantities of iodine as a prophylactic 
measure is of value only in cases of hyposecretion. 

SALZER (Z). 


Pemberton, J. deJ.: The End-Results of Surgery 
of the Thyroid. Arch. Surg., 1923, vii, 37. 


The mortality of surgery of the thyroid gland 
compares favorably with that of any major surgery. 
At the Mayo Clinic during the year 1922, there 
were 1,983 operations on 1,497 patients with goiter, 
with a mortality by operation of 0.95 per cent and a 
mortality by case of 1.2 per cent. 

The diseases of the thyroid gland which are amen- 
able to surgery may be grouped under six headings: 
(rt) diffuse colloid thyroid, (2) adenoma without 
hyperthyroidism, (3) adenoma with hyperthyroidism, 
(4) exophthalmic goiter, (5) thyroiditis, and (6) 
malignancy. 

Diffuse colloid goiter is a physiological enlarge- 
ment of the thyroid gland occurring in adolescence, 
caused by iodine insufficiency, and cured by the ad- 
ministration of iodine or thyroxin. Unless colloid 
goiter is associated with adenoma or causes pressure 
symptoms because of its size, surgery is not indi- 
cated. 

Adenoma without hyperthyroidism should be 
treated surgically, partly for cosmetic reasons and 
the relief of pressure symptoms, and partly because 
in a certain percentage of the cases hyperthyroidism 
develops subsequently. The operative risk is less 
than o.5 per cent, and operation practically always 
results in a cure. 

If a patient with adenoma of the thyroid gland 
develops hyperthyroidism, the onset is usually so 
insidious that surgery is not sought until marked 
visceral degeneration has taken place, which in- 


creases the operative risk and diminishes the chance 
for complete cure. The operative mortality in this 
group is between 2 and 4 per cent. Surgery results 
in a cure in about 83 per cent and in marked im- 
provement in another 5 per cent. 

Exophthalmic goiter is a constitutional disease 
due apparently to an excessive (probably abnormal) 
secretion of the thyroid gland. While its cause is 
unknown, treatment aims to diminish the activity 
of the thyroid gland. Because of the increase in our 
knowledge of the disease and of the dangers incident 
to surgery, and because of the fact that persons with 
exophthalmic goiter are coming to operation earlier, 
before the development of visceral changes, the 
surgical mortality has been reduced to 1.005 per cent 
in terms of operation and 1.74 per cent in terms of 
cases. 

The natural fluctuating course of the disease makes 
it difficult to evaluate any form of treatment unless 
sufficient time has elapsed to preclude the probabili- 
ty of recurrence. For this reason the author selected 
for his study patients operated on in 1916. Of 482 
patients with exophthalmic goiter to whom a ques- 
tionnaire was sent, a reply was received from 349 
(72 per cent). Ninety per cent were living, 79 per 
cent considered themselves cured or greatly im- 
proved by the operation, 8 per cent were improved 
but showed evidence of hyperthyroidism or its 
effect, and 3 per cent were not benefited. In ana- 
lyzing the data a lack of improvement could be 
traced definitely to three causes: (1) incompleteness 
of the operation, (2) the long duration of hyperthy- 
roidism before the operation, and (3) failure to 
eliminate foci of infection after the operation. 

Thyroiditis is rare. Surgery is indicated only in 
the tuberculous and suppurative types. 

Malignancy occurs as sarcoma, carcinoma, malig- 
nant adenoma, and malignant papilloma, in the ratio 
of one malignant case in fifty-seven benign cases. The 
prospect of cure by operation and intensive radium 
and roentgen-ray treatment varies with the type of 
malignancy. J. peJ. Pemperton, M.D. 
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Mayo, C. H., and Pemberton, J. de J.: Surgery of 
the Thyroid and Its Mortality. Ann. Surg., 1923, 
Ixxviii, 146. 

During the last sixteen months, up to May 1, 
1923, 2,524 operations were performed at the Mayo 
Clinic on 1,949 patients with goiter. Twenty-five 
of the patients died, a mortality by operation of 
©.99 per cent, and by case of 1.28 per cent. 

There were 1,398 operations on 853 patients with 
exophthalmic goiter. Thirteen of these patients 
died, a mortality by operation of 0.92 per cent, and 
by case of 1.5 per cent. Two hundred and seventy- 
seven patients with adenomatous goiter with hyper- 
thyroidism were operated on; nine died, a mortality 
of 3.24 per cent. Only three (0.36 per cent) of 819 
patients died following thyroidectomy for goiter 
without hyperthyroidism. 

The operative risk in cases of goiter without hyper- 
thyroidism cannot be compared with that of goiter 
with hyperthyroidism; in the former the dangers are 
confined to the operative and postoperative acci- 
dents; in the latter the greatest danger lies in the 
disease itself. 

The reduction of the mortality to 1 per cent in 
the surgery of exophthalmic goiter is attributable 
to three factors: (1) Patients with exophthalmic 
goiter are coming to operation earlier in the course 
of the disease, before the development of visceral 
degenerative changes. (2) By combined medical and 
surgical management, the development of post- 
operative acute hyperthyroidism has been reduced 
to the minimum. (3) A clearer recognition of the 
dangers involved in injury of the recurrent laryngeal 
nerve has led to greater care to avoid such injury. 

The combined medical and surgical management 
of persons with exophthalmic goiter is warranted 
from the economic standpoint as it has reduced the 
necessity for ligations. 

As preliminary measures are ineffectual in ade- 
nomatous goiter with hyperthyroidism, the mortali- 
ty rate is dependent upon the number of poor risks 
accepted for operation. A. J. Scnott, M.D. 
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SURGERY OF THE 


BRAIN AND ITS COVERINGS; CRANIAL 
NERVES 


Torrigiani: Barany’s Sign of Deviation in a Case 
of Lesion of the Frontal Region, and the In- 
fluence of Stimulation of the Frontal Region 
upon Provoked Vestibular Nystagmus (II segno 
della deviazione—Barany—in un caso de lesione 
della regione frontale e V’influenza dello stimulo 
della regione frontale sul nistagmo vestibolare pro- 
vocato). Sperimentale, 1922, lxxxvi, 407. 


In a patient on whom a craniectomy had been 
* done because of an injury of the frontal region the 
author was able to provoke intense vestibular nys- 
tagmus on the right or left side by electrical stimula- 
tion behind the ear. He observed further that when 
the craniectomy wound in the frontal region was 
cooled by a compress wet with ethyl chloride the 
nystagmus was completely arrested. The exact 
region cooled was the caudal part of the second 
frontal convolution. 

In the author’s opinion this clinical finding is of 
significance with regard to the centers of the frontal 
lobe and the routes uniting these centers and the 
ocular motor nuclei. W. A. BRENNAN. 


Locke, C. E., Jr.: Hydrocephalus (L’hydrocéphalie). 
Bruxelles-méd., 1923, iii, 476. 

The author briefly reviews the theories as to the 
cause of hydrocephalus. Even after Hilton’s report 
in 1860 of three cases of obstruction of the aqueduct 
of Sylvius it was generally believed that there are 
two types of hydrocephalus—the obstructive and 
the idiopathic. Since the work of Dandy and Weed 
in 1919, however, it is known that obstruction in the 
ventricles or the subarachnoid spaces is the cause of all 
types of hydrocephalus with perhaps one excepiion. 

The author describes the anatomy of the ventri- 
cular and subarachnoid spaces with regard to the 
canals through which the cerebrospinal fluid circu- 
lates. The ventricular spaces are joined to the sub- 
arachnoid space by the foramina of Magendie and 
Luschka. The ventricular system, lined by epen- 
dyma, is composed of four cavities, the two lateral 
ventricles joined by the foramina Monroe and the 
third ventricle which is joined to the fourth by the 
aqueduct of Sylvius. 

The drainage of the subarachnoid space occurs 
into the spongy tissue between the arachnoid and 
pia and the perivascular spaces around the cerebral 
sinuses. 

The author describes the origin of the cerebro- 
spinal fluid in the choroid plexus and its circulation 
from the lateral ventricle to the third and fourth 
ventricles through the foramina of Luschka and 
Magendie, out into the subarachnoidal space and 
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hence to absorption probably in large part by the 
villosities of the arachnoid and to a slight extent by 
the lymph spaces. 

Any obstruction in the course of the cerebrospinal 
fluid will lead to hydrocephalus. Thrombosis of the 
straight sinus or the vein of Galen may produce this 
condition. 

Obstruction due to a tumor or inflammation of the 
foramen of Monroe causes unilateral dilatation of 
the ventricle resulting in unilateral enlargement of 
the head. Lumbar puncture does not evacuate much 
fluid and roentgen-ray examination following the 
injection of air into the distended ventricle shows 
that only the one ventricle contains air. 

Obstruction of the aqueduct of Sylvius is the 
cause of at least 50 per cent of the cases of infantile 
hydrocephalus. This may be due to congenital mal- 
formation with absence or blockage of the duct or 
to a tumor, a cicatrix from intra-uterine infection, 
tuberculosis, or a gumma. It results in a very large 
head with wide cranial sutures. Lumbar puncture 
yields only a small amount of fluid. Ventriculog- 
raphy reveals air in the lateral and third ventricles 
but none in the fourth or the cisterna. 

Obstruction of the fourth ventricle is usually 
caused by a tumor, tuberculosis, or gumma. In 
children, typical hydrocephalus results, while in 
adults there are signs of greatly increased intra- 
cranial pressure. Ventriculography shows air in the 
lateral and third ventricles and the dilated aqueduct 
of Sylvius but no air in the fourth ventricle, the 
cisterna, or the subarachnoid space over the cortex. 

Obstruction of the foramina of Luschka and Ma- 
gendie is rare. Lumbar puncture does not empty the 
ventricles. Ventriculography shows air in the di- 
lated lateral ventricles, the third ventricle, the aque- 
duct of Sylvius, and the fourth ventricle, but none 
in the posterior cisterna or the cerebral convolutions. 

Obstruction to the absorption of cerebrospinal fluid 
may follow inflammation of the arachnoid. 

External hydrocephalus, which is very rare, is 
probably caused by the rupture of an obstructive 
hydrocephalus into the subdural space. 

Puncture of the corpus callosum with drainage of 
the ventricles through a tube into the subdural 
space has not been successful, even when fistule 
were formed by means of silk thread. The openings 
always closed in a short time. Attempts have been 
made to create a fistula between the subarachnoid 
space and the peritoneum, to remove parts of the 
choroid plexus, or to cauterize it. More recently in 
obstruction of the aqueduct of Sylvius a tube is 
employed to reconstruct the duct and is left in place. 
When the foramina of Luschka and Magendie are 
closed the formation of a new foramen is attempted. 

SPEED, M.D. 
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SURGERY OF THE 


Dandy, W. E.: The Space-Compensating Function 
of the Cerebrospinal Fluid—Its Connection 
with Cerebral Lesions in Epilepsy. Bull. Johns 
Hopkins Hosp., Balt., 1923, xxxiv, 245. 

According to the most generally accepted view, 
the function of the cerebrospinal fluid is to protect 
the brain and spinal cord from shock. Since the 
fluid is incompressible, this protection must be af- 
forded by its ready displacement. 

Mechanically, lesions of the central nervous sys- 
tem are space-occupying or destructive in character. 
In the former, space is obtained through reduction 
in the amount of blood circulating in the cerebral 
vessels, the destruction of brain tissue, or the forcing 
of the fluid from the cerebrospinal fluid spaces of 
the brain. Subcortical tumors characteristically pro- 
duce a pronounced local anemia of the brain sub- 
stance directly above them and pallor of the adjoin- 
ing cerebral substance which become less as the 
distance from the tumor increases. Tumors destroy 
cerebral substance and, by producing hydrocepha- 
lus, cause additional destruction due to the dilation 
of the ventricles. A greater amount of room for the 
development of the tumor is perhaps obtained by 
obliteration of the cerebrospinal spaces. There is 
absence of cerebrospinal fluid over a subcortical 
tumor and consequently obliteration of the sub- 
arachnoid spaces. Tumors of the posterior fossa 
obliterate the cerebellar subarachnoid spaces and 
reduce the size of the cisterna magna. These facts 
we be shown graphically by cerebral pneumog- 
raphy. 

In cases of destructive lesions the cerebral cavi- 
ties are called upon to make up a very large share 
of the loss of space. As an intracerebral vacuum 
is inconceivable, the ventricles and subarachnoid 
spaces must make up this destruction. A further 
contributing factor in filling cerebral defects is 
cerebral fibrosis or gliosis. 

In epilepsy, it is usually possible to demonstrate 
the presence of a cerebral lesion or a change indicat- 
ing a lesion. The changes most commonly found 
are: (x) dilatation of the ventricles, (2) abnormal 
shape of the ventricles, (3) dilatation of the sub- 
arachnoid spaces, (4) cerebral atrophy, (5) areas of 
gliosis, (6) changes in the meninges, and (7) con- 
genital malformations. Accumulations of fluid com- 
pletely covering areas of the brain and rendering the 
underlying cortex and its vessels invisible indicate 
to Dandy that there has been a loss of cerebral 
substance equal at least to the quantity of the fluid. 
In addition, the brain beneath the fluid is softer than 
the contiguous normal cortex. While these accumu- 
lations of fluid over the brain surface in epileptics 
have been recognized for some time, they have been 
regarded as the result rather than the cause of the 
convulsions. However, it is to be noted that many 
of the most severe cases of epilepsy of the congenital 
type do not show them. From these evidences of 
cerebral lesions the author concludes that a large 
Percentage of the so-called idiopathic epilepsies have 
a pathological basis. Loyat E. Davis, M.D. 
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Koljubakin, S. L.: The Treatment of Cortical Epi- 
lepsy by Injecting Alcohol into the Motor 
Centers (Die Behandlung der corticalen Epilepsie 
mit Alkoholinjektionen in die motorischen Zentren). 
Arch. f. klin. Chir., 1923, cxxiv, 114. 

The procedure discussed was developed by Razu- 
mowsky. The author believes that in cases of non- 
traumatic epilepsy of the Jadasson type it should 
be substituted for the removal of the spasmodic 
centers (Horsley, von Bergmann). A flap of skin, 
muscle, and bone is formed according to the method 
of Wagner and the dura is opened by two incisions 
parallel with the base of the flap. This procedure 
has the advantage that it renders dural sutures un- 
necessary. The centers are found with the aid of a 
unipolar electrode placed over the injection cannula, 
and are injected with from 2 to 3 c.cm. of absolute 
alcohol. 

Of three cases treated in this manner all were 
benefited, but in one case a repetition of the injection 
was necessary after sixteen days. The patients were 
re-examined after sixteen days, seventeen days, and 
two months, but these periods are undoubtedly much 
too short for a correct evaluation of the method. 
Paralysis has not occurred. Bonn (Z). 


Smith, P. E., and Smith, I. P.: The Function of 
the Lobes of the Hypophysis as Indicated by 
Replacement Therapy with Different Portions 
of the Ox Gland. Endocrinology, 1923, vii, 579. 


In experiments on tadpoles the authors found 
that early hypophysectomy produced: (1) a slower 
growth rate, (2) failure of the larva to metamor- 
phose, (3) albinism, and (4) a large and persistent 
fat organ which they believe indicated a disturbance 
of metabolism. 

By feeding extracts of the hypophysis of the ox 
they were able to control general body growth, the 
behavior of the pigmentary system, and the capacity 
of the fat organ. Extracts of the pars anterior of the 
hypophysis produced all of these results, while those 
of the pars intermedia and pars neuralis corrected 
only the pigmentary and metabolic disturbances. 

These experiments are of interest since they tend 
to contradict recent claims that growth retardation 
induced by experimental hypophysectomy in the 
mammal is due to incidental injuries to the hypo- 
thalamus rather than to a loss of anterior lobe sub- 
stance. Loyat E. Davis, M.D. 


Just, T. H.: Brain Abscess Due to Otitic Infection; 
Right Temporosphenoidal Abscess Without 
Clinical Signs. Proc. Roy. Soc. Med., Lond., 1923, 
xvi, Sect. Otol., 54. 


The first case reported was that of a woman aged 
27 years who had had otorrhoea and deafness of the 
right ear since childhood. A few days before her 
admission to the hospital, headache which increased 
in severity and daily vomiting began. Examination 
revealed moderate rigidity of the neck, a tempera- 
ture of 101.2 degrees F., and a pulse of 120. The 
right tympanic membrane was obscured by granula- 
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tions, a purulent discharge, and epithelial débris. 
There was no amnesia. 

A radical mastoid operation showed the mastoid 
to be acellular and the roof of the antrum carious. 
Immediately above the tegmen was an extradural 
abscess. The dura mater beneath the temporo- 
sphenoidal lobe was covered with granulations. In 
the center of the exposed dura a sinus led to a brain 
abscess. This was opened, washed with saline solu- 
tion througha No. rocatheter by the Cushing method 
until the fluid returned clear, and drained with a 
tube. The tube was removed on the tenth day when 
pus drainage had ceased. The patient recovered. 

In a second case of temporosphenoidal abscess 
containing 1% oz. of offensive pus, the granulating 
dura over the abscess was removed and the abscess 
was washed and sucked out with a syringe for ten 
minutes. The drainage tube was loosened on the 
second day and removed on the third day. Re- 
covery was progressive and uneventful. 

Jenkins prefers free excision of the abscess wall 
and drainage by rubber tissue because a small hole 
and tube drain may become blocked. 

Ballance states that a brain abscess is difficult to 
drain and that washing it out may be dangerous. 
The drainage tube should be inserted as soon as the 
abscess is opened and then left in place because its 
accurate replacement is difficult. Ballance always 
drains unless the abscess has been completely 
enucleated. Watter C. Burket, M.D. 


Gabriel: Encephalography (Ueber Encephalographic). 
Fortschr. a. d. Geb. d. Roentgenstrahlen, 1923, Xxx, 65. 


The Bingel method of introducing air by way 
of the dural sac will demonstrate not only the 
ventricles, but also the surfaces and the individual 
portions of the brain. The Dandy method of filling 
the ventricles directly should be used only when the 
Bingel procedure is insufficient. The author em- 
ploys ozone for the insufflation. Changes in the 
pulse and attacks of sweating and pallor during 
the filling are of no importance. As a rule there is 
a rise in the temperature on the first day. En- 
cephalography has never caused death in the 
author’s cases. ToBLER (Z). 


Spiller, W. O.: The Diagnosis of Brain Tumor. 
Allantic M. J., 1923, xxvi, 723. 

Dandy, W. E.: The Diagnosis and Treatment of 
Brain Tumors. Allantic M. J. 1923, xxvi, 726. 


Most difficult in the complex problem of the diag- 
nosis of brain tumors is the localization. In addition 
to the important neurological examination, ventricu- 
lography is now used for this purpose. General signs 
of increased intracranial tension have, of course, no 
localizing value, and may give rise to extremely con- 
fusing symptoms. A lesion which develops slowly 


in the brain does not cause symptoms of the same 
intensity or extent as those caused by a lesion 
which forms rapidly, since in the first instance the 
brain is better able to adjust itself to the altered 
conditions. 


In the early diagnosis of cerebellopontinc-angle 
tumors the Barany tests in the hands of a trained 
otologist, revealing the presence or absence of func- 
tion of the vestibular nerve, are regarded as of prime 
importance. Amnesia, aphasia, or inability to use 
the proper word is one of the earliest signs of a 
tumor of the superior left temporal lobe. A sixth 
cranial nerve palsy is of localizing significance when 
it develops early or is associated with paralysis of 
adjoining cranial nerves, but causes great confusion 
when it develops late. Roentgenograms of the skull 
without the injection of air into the ventricles are 
of value in lesions about the sella turcica, calcified 
tumors, and endotheliomata, but otherwise are rarely 
of diagnostic aid. 

Ventriculography is associated with serious risk 
and should be used only by a competent neurological 
surgeon fully acquainted with the anatomy and 
physiology of the nervous system. Brain enlarge- 
ment and normal variations in the anatomy of the 
ventricles have both led to the misinterpretation of 
ventriculograms. Air within the brain is an irritant, 
and when introduced rapidly or in excessive amounts 
and when used in the cases of patients in a precarious 
surgical condition may be the cause of a fatal diag- 
nostic error. The correct interpretation of ventricu- 
lograms must rest upon a definite and thorough 
knowledge of the normal. 

In competent hands, and when correctly inter- 
preted, ventriculography may be of decided aid in 
localizing lesions which can be treated thoroughly 
and directly by operation. To remove the tumor 
and thus to attack the lesion directly, and to do 
fewer palliative decompression operations should be 
the goal of the future. Loyat E. Davis, M.D. 


Wertheimer, P.: Anatomo-Clinical Considerations 
on Intracranial and Traumatic Subdural 
Hemorrhages in the Adult (Considérations 
anatomo-cliniques sur les hémorrhagies sous durales 
intracraniennes et traumatiques de l’adult). Rev. 
de chir., Par., 1923, xlii, 150. 

In Wertheimer’s opinion, subdural haemorrhages 
frequently follow intracranial injuries and often are 
the cause of death. Such hemorrhages are multiple 
and may pass unrecognized as their clinical symp- 
toms are not very clear. Fracture of the skull is not 
necessary for their development, and they are not 
favored by any particular type of fracture. While 
absorption may take place, there can be no assurance 
of it, and therefore as a rule exploration and evacua- 
tion are indicated. 

Lumbar puncture does not always reveal hematic 
fluid, but usually hypertension and symptoms of 
cortical irritation or cerebral deficiency are noted. 
These may be manifested by epileptiform crises of 
the jacksonian type, aphasia, or hemiplegia. 

The fact that even slight lesions may cause 
hemorrhage does not seem to be well appreciated. 
According to Henschen, even a fit of coughing may 
be responsible. In thirty-three of 246 cases collected 
by Henschen, no cranial or cerebral lesion was found. 
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Except in cases of open fracture, the danger of 
infection of an intracranial hematoma is slight. 

Treatment should be given early. Lumbar punc- 
ture may be employed in both the diagnosis and the 
treatment, but in the latter is not sufficient even if 
repeated. Trephination is necessary, at least as far 
as exploration, and is indicated by the least symp- 
toms of intracranial compression. The site depends 
on the signs of localization. In the presence of signs 
of compression and the absence of extradural hem- 
orrhage, the dura mater should be incised as the 
persistence of an unrecognized hematoma is danger- 
ous. When trephination has been deferred to the 
period at which a hematoma has been definitely 
formed, evacuation of the hematoma is sufficient. 
If signs of compression develop later, lumbar punc- 
ture will be beneficial and is to be preferred to 
drainage which might be a source of secondary 
infection as well as of irritation favoring recurrence 
of the hemorrhage. 

Early operation is the best means of preventing 
the complications of subdural hematoma and lower- 
ing the mortality. Trephination is the best treatment 
to prevent secondary epilepsy. W. A. BRENNAN. 


Doyle, J. B.: Glossopharyngeal Neuralgia. Med. 
Clin. N. Am., 1923, vii, 285. 

Seven cases of glossopharyngeal neuralgia seen 
at the Mayo Clinic are reported. 

In one case, that of a man 63 years of age, com- 
plaint was made of pain in the throat and the right 
ear. The patient stated that five years previously, 
after taking a drink of cold water, he experienced a 
sharp paroxysmal pain in the region of the right 
ear and excessive tenderness of the auricle. These 
seizures recurred until 1918, when his tonsils were 
removed. He was then completely relieved for about 
three years, but thereafter had mild paroxysms for 
six months. The pain recurred in February, 1922, 
and at the time of examination he was having great 
difficulty in obtaining sufficient nourishment be- 
cause of the pain induced by drinking and mastica- 
tion. The pain was paroxysmal, short, and agoniz- 
ing; it arose in the right faucial region, radiated 
laterally to the area anterior and posterior to the 
right ear, and lasted from thirty to ninety seconds. 
Physical and neurologic examinations were essen- 
tially negative except that a trigger area was dis- 
covered in the right hypopharyngeal region. On 
March. 23, 1922, the sensory root of the right 
gasserian ganglion was cut. The motor root was 
preserved. On April 12 the pain recurred. On April 
25 the glossopharyngeal nerve was avulsed from the 
jugular foramen and the pharyngeal branch of the 
vagus was cut. For the past ten months there has 
been no recurrence. 

Another case was that of a man aged 52 years, 
who complained of a dull throbbing pain in the 
region anterior to the right external auditory meatus 
which was associated with paroxysms of short, 
stinging pain in the right side of the throat and the 
tight ear and had been present for two weeks. In- 
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jection of the mandibular division of the fifth nerve 
and the auriculotemporal nerve gave no relief. 

The five other patients presented the same syn- 
drome of paroxysmal pain initiated by talking, chew- 
ing, coughing, and sneezing, and especially by cold 
water touching the pharyngeal wall. Two in this 
group were operated on. In one case, the operation 
was stopped before the ninth nerve was exposed; 
in the other, complete symptomatic relief was ob- 
tained following avulsion of the ninth nerve and 
section of the pharyngeal branch of the vagus. 

The distribution of pain in the first two cases was 
considered atypical, but the paroxysms were exactly 
like those of trifacial neuralgia. Following the re- 
currence of pain after section of the sensory root of 
the gasserian ganglion in the first case, and after 
the failure of alcohol injections in the second, it 
became apparent that in spite of the resemblance to 
trifacial neuralgia, some nerve other than the tri- 
geminal was involved. 

Glossopharyngeal neuralgia is a definite clinical 
entity differing from trifacial neuralgia only in the 
area of distribution of the pain. J. B. Dovte, M.D. 


Cleminson, F. J.: A Case of Acusticus Tumor 
(Right); Operation by Sir Victor Horsley in 
1912; Removal of Tumor; Recovery. Proc. Roy. 
Soc. Med., Lond., 1923, xvi, Sect. Otol., 31. 

Walshe, F.M.R.: A Specimen of Brain and Acus- 
ticus Tumor. Proc. Roy. Soc. Med., Lond., 1923, 
xvi, Sect. Otol., 32. 

Trotter, W.: The Surgical Treatment of Eighth 
Nerve Tumors. Proc. Roy. Soc. Med., Lond., 1923, 
xvi, Sect. Otol., 37. 


This brief symposium upon the diagnosis and 
surgical treatment of tumors of the eighth nerve 
followed the presentation of a patient who had been 
operated upon in 1912 by Sir Victor Horsley for an 
acusticus tumor. The residue of symptoms in this 
case consisted of complete deafness in the right ear, 
sensory disturbances over the area of the right fifth 
nerve, right facial paresis, and a slight defect of co- 
ordination in the right hand. 

Symptoms referable to the eighth cranial nerve, 
of course, usher in the clinical picture of such tumors. 
These symptoms are vertigo and progressive deaf- 
ness with or without tinnitus. Attention is called 
to the importance of the experimental work of 
Magnus and de Kleijn in differentiating between 
cerebellar and labyrinthine defect-symptoms. The 
evidence indicates that ataxia, nystagmus, and mus- 
cular atonia are of cerebéllar origin. The posture of 
the head so common in cerebellar lesions is probably 
a manifestation of a unilateral labyrinthine defect. 
Loss of muscle tone is due to the rotation of the 
head, which sets up what Magnus terms a “tonic 
neck reflex.” This reflex in turn produces diminu- 
tion of tone in the extensor muscles of the limbs of 
the side of the lesion. 

A progressive paralysis of function in the cranial 
nerves adjacent to the acoustic nerve and in the 
cerebellum causes the symptoms which next make 
their appearance. The fifth, seventh, sixth, ninth, 
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tenth, and eleventh nerves are affected most com- 
monly in the order in which they are mentioned. 
General signs of increased intracranial tension of 
course make up a part of the clinical picture and 
may dominate it so greatly as to obscure the focal 
symptoms. 

It is suggested that a careful investigation of the 
dual physiological functions of the labyrinth in these 
cases would furnish an important aid in the diag- 
nosis. The vestibular nerve belongs to the non- 
sensory afferent proprioceptive system and has two 
endorgans, the otoliths and the semicircular canals. 
These receptors react to different stimuli and give 
rise to reflex muscular reactions of a wholly distinct 
character. The otoliths are stimulated by variations 
in the position of the head in relation to the hori- 
zontal plane and the reactions are variations in 
muscle tone and therefore in attitude. The semi- 
circular canals are stimulated by rotation or move- 
ment in a straight line, either vertically or horizon- 
tally. The reactions resulting are movements which 
cease when the stimulus fails. 

Secondary hydrocephalus and a general rise in the 
intracranial tension are the most serious obstacles 
to successful surgical procedures in these cases. 
Cystic collections of fluid are apt to be encountered 
and may be mistakenly regarded as the source of 
the symptoms. (Edema of the medulla is the most 
serious postoperative complication. 

Loyat E. Davis, M.D. 


Eagleton, W. P.: Clinical Studies of Vestibular and 
Auditory Tests in Intracranial Surgery. Laryn- 
goscope, 1923, Xxxili, 483. 

In a detailed article in which the development, 
anatomy, and physiology of the vestibular and 
auditory pathways are reviewed, the author gives 
his conclusions as to the value of clinical ex- 
amination of these structures in the diagnosis of 
intracranial lesions. 

In cases of a lesion in the posterior fossa causing 
increased intracranial tension the vertical canals 
of both ears will fail to react to stimulation with cold 
water. If the lesion is supratentorial the reaction is 
obtainable but may be delayed. In the presence of a 
protective localized meningitis with a collection of 
cerebrospinal fluid over the anterior surface of the 
cerebellum caused by a traumatic or suppurative 
labyrinthitis, a typical vestibular syndrome is pres- 
ent. This is characterized by: (1) failure of reaction 
to stimulation of the vertical canal of the op- 
posite as well as of the affected side, (2) reduction of 
the duration of nystagmus induced by stimulation 
of the opposite side by turning, and (3) rapid dis- 
appearance of the past-pointing deviation. 

Nystagmus induced by turning and nystagmus 
induced by caloric tests are fundamentally different 
because of the difference in the nature of the stimu- 
lation. Therefore in diseases of the nervous system 
they should be considered independently as they 
may furnish distinct localizing information. 

Loyat E. Davis, M.D. 
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Davis, E. D. D.: The Morbid Anatomy and Drain- 
age of Otitic Meningitis. Proc. Roy. Soc. Med. 
Lond., 1923, xvi, Sect. Otol., 43. 

In the autopsy examination of thirteen cases, 
otitic meningitis of the middle fossa and cerebral 
cortex was found to be much less frequent than that 
of the posterior fossa and usually secondary to an 
abscess in the temporosphenoidal lobe. 

In order to determine the paths of intracranial 
infection from a suppurative otitic process, investi- 
gations were made on the cadaver. When the sub- 
arachnoid space was injected through the internal 
ear and the auditory meatus with a solution of 
methylene blue the dye was found in the cisterna 
interpeduncularis, extending to the optic chiasma 
and backward around the crura to the interval 
between the tentorium and cerebellum. No dye 
was present in the cisterna magna or ventricles. 
When the injection was made through the dura 
mater immediately in front of the lateral sinus 
the pigment was limited to the under-surface and 
posterior aspect of the cerebellum, extending to the 
incisura posterior and the cisterna magna. 

When thirty cubic centimeters of methylene blue 
were injected through the internal auditory meatus 
to the cisterna interpeduncularis, practically all of 
the fluid was recovered by aspiration through the 
same channel, but when a trocar was _ inserted 
through the atlanto-occipital ligament and foramen 
magnum to tap the cisterna magna, no pigment 
drained away. Again, when the methylene blue 
was injected in front of the lateral sinus, only a 
small fraction could be recovered by aspiration, but 
occipito-atlantal puncture of the cisterna evacuated 
drops of the blue fluid. When a lumbar puncture 
was done after the injection of the dye through the 
internal auditory meatus none of the dye could be 
recovered from the spinal fluid. 

It was concluded that when meningitis is so far 
advanced that the cisterna interpeduncularis con- 
tains pus, and when there is pus in the cisterna 
magna, efficient drainage is difficult. Further, that 
when meningitis arises from infection of the laby- 
rinth, drainage and suction by a syringe through the 
internal auditory meatus are most apt to be success- 
ful. If meningitis arises from sinus phlebitis, drain- 
age and suction should be effected both behind and 
in front of the lateral sinus, and in this type of case 
occipito-atlantal puncture may be beneficial. 

Loyat E. Davis, M.D. 


SPINAL CORD AND ITS COVERINGS 


Sargent, P.: Radiographic Localization of Spinal 
Lesions by Sicard’s Method. Brit. M. J., 1923, 
ii, 174. 

The author reports very briefly three cases of 
spinal cord compression in which the lesion was 
localized by Sicard’s method. This method consists 
in injecting a heavy oily fluid containing 4o per cent 
of iodine into the spinal canal, either through a 
cisterna magna puncture with the patient sitting 
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up, or through a lumbar puncture with the patient 
lying down. After the injection an X-ray picture 
is made. As the injected fluid is opaque, a definite 
shadow is noted at the level of obstruction. It is 
claimed that exact localization with reference to the 
overlying lamina to be removed is obtained. Noth- 
ing is said as to the effect of the liquid upon the 
spinal cord. Loyat E. Davis, M.D. 


PERIPHERAL NERVES 


Manasse, P.: Double Union of One Nerve Trunk to 
Another (Ueber doppelte Nervenpfropfung). Arch. 
f. klin. Chir., 1922. cxx, 665. 


Since the results of plastic operations with pedun- 
culated nerve flaps, of the free transplantation of 
nerve fragments, and of the interposition of fresh or 
preserved nerves to bridge nerve defects have been 
unsatisfactory, and since, on the other hand, the 
method of multiple union of one nerve trunk to 
another described by von Hofmeister must be re- 
jected on both practical and theoretical grounds, 
the author recommends the double union of nerves 
with which he has obtained favorable results. The 
latter consists in the lateral implantation of the 
stumps of an injured nerve into a neighboring un- 
injured nerve. Manasse used this method in the 
following eight cases of war injury: 

Case 1. A perforating gunshot wound of the 
upper third of the left humerus with complete pa- 
ralysis of the radial nerve due to a defect 1.5 cm. 
long. Double union to the median nerve was effected. 
Nine months after the operation active extension of 
the wrist had begun, and at the end of four years the 
injured arm could be used almost as well as the other. 

Case 2. Shrapnel wound of the left arm with 
paralysis of the median and ulnar nerves. The scar 
in the median nerve was excised and neurolysis per- 
formed on the ulnar nerve. Since no improvement 
could be made out, the scar in the ulnar nerve (7 
cm. long) was resected six months later and double 
union of the stumps was effected to the trunk of the 
median nerve above and below where it was sutured. 
The hand muscles innervated by the ulnar nerve 
remained paralyzed. 

Case 3. A gunshot wound with fracture of the 
right humerus and total paralysis of the radial 
nerve. The scar, which was between 7 and 8 cm. 
long, was resected and double union of both stumps 
to the median nerve was effected. At the end of six 
months there was active extension in the wrist. 
At the end of three years there was irritability in all 
the muscles of the extensor side of the forearm with 
the exception of the supinator longus; the periph- 
eral end of the radial nerve also responded to 
irritation; on irritation of the median nerve above 
the site of union, the muscles supplied by both 
nerves reacted. 

Case 4. A grenade injury of the radial nerve 
in the right arm. Operation consisted in resection 
of the 7-cm. scar and double union of both stumps 
to the median nerve. At the end of two years, in 
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spite of suppuration of the wound, there was com- 
plete function of all the muscles supplied by the 
radial nerve with the exception of the supinator 
longus. 

CasE 5. A grenade wound of the left forearm 
with ulnar paralysis. The nerve was interrupted for 
a distance of 10 cm. Double union to the median 
nerve was performed according to von Hofmeister’s 
method. At the end of two and one-half years no 
change in the paralysis was noted, but there was 
partial return of sensation. 

Case 6. A gunshot fracture of the left ulna with 
paralysis of the median nerve. The defect was 7 
cm. long. Double union to the ulnar nerve was 
effected by von Hofmeister’s method. The result 
was the same as in Case s. 

Case 7. A gunshot fracture of the left ulna with 
paralysis of the ulnar nerve. The defect was 7 cm. 
long. Double union to the median nerve was effected 
by von Hofmeister’s method, but the result was un- 
successful. 

Case 8. This case was the same as Case 7. The 
final result is not known. 

The results of the double union were, accordingly, 
a complete cure in three cases, partial improvement 
in one case, and a failure in three cases. A cure was 
obtained only with double union of the paralyzed 
radial nerve to the median nerve. In general, the 
radial nerve offers the best prospect of restoration 
of conduction. 

For the success of the operation it is important 
that the nerve to which the stumps of the sutured 
nerve are stitched be intact. Most important of all, 
however, is the operative technique. The ‘“conduc- 
tor” does not, as von Hofmeister believes, play an 
indifferent part; when its fibers are injured, they be- 
come united with those of the implanted nerve end. 
This explains why in Cases 5, 6, 7, and 8, in which 
von Hofmeister’s method was followed exactly, the 
result was a failure. Von Hofmeister’s stipulation 
that the bridging nerve must not be injured is 
incorrect; injury must be brought about purposely 
and in the motor paths in order to obtain restoration 
of motor function of the paralyzed nerve. The 
stumps must be stitched to those areas in the neigh- 
boring nerve which contain motor bundles. 

In order to obtain convincing proof of the value of 
double union,the author tried out the method on a 
dog. In both forelegs the ulnar nerve was resected 
in the internal bicipital groove and its two ends were 
implanted into the median nerve. In the right ex- 
tremity bipolar stimulation of the central and periph- 
eral stumps of the ulnar nerve with the faradic 
current set up vigorous contractions of the toes. 

Histological sections of the nervous apparatus on 
the right side gave a clear picture of numerous young 
nerve buds at the upper site of union radiating from 
the central ulnar nerve stump into the trunk of the 
median nerve. Similar buds followed the path of the 
latter downward. At the lower site of union single 
strands of young nerve fibrilli were seen running 
from the median nerve over to the periphera! stump 
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of the ulnar. Thereby the histological union of both 
nerves was proved beyond doubt. 

Double union is to be preferred to single union, 
as the latter is often only partially successful. 
In double union the paralyzed nerve obtains new 
strength from two sources: (1) from the central 
stump belonging to it, and (2) from the paths of the 
bridging nerve. In single union it receives it from 
the latter only. STREISSLER (Z). 


Bankart, A. S. B., Openshaw, T. H., Riddoch, G., 
Little, E. M., and Others: Discussion on the 
Operative Treatment of Spastic Paralysis. Proc. 
Roy. Soc. Med., Lond., 1923, xvi, Sect. Orthop., 
33° 

Since spastic paralysis is usually due to permanent 
injury in the upper motor neurone, the benefit to 
be derived from operative treatment is limited. Ex- 
treme mental deficiency, athetosis, and progressive 
disease are contra-indications to surgery. 

The muscle contractures may be physiological 
or, if long persistent, structural. Only surgery can 
avail in either case. In the former we have the choice 
of attacking either the afferent side of the reflex arc 
by the Foerster operation or the efferent side by 
cutting the motor nerve supply to the muscle. The 
Foerster method has been abandoned by most 
orthopedic surgeons because of the great difficulty 
in localizing the afferent impulses from any parti- 
cular group of muscles in any particular spinal nerve 
roots. 

By the Stoffel method of attacking the direct 
nerve supply to the muscle, which is more definite, 


any muscle or part of a muscle can be put out of 
function. A sufficient amount of the nerve bundle 
is cut to destroy the spasticity, but enough is left 


for physiological requirements. With refinements 
of technique and definite knowledge of the physiol- 
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ogy of the nerve trunks, which is fairly constant for 
any given cross-section, the resection of the required 
amount of the bundle is not difficult. Stoffel’s 
operation abolishes the prolonged after-treatment 
and the use of braces. The spasticity is permanently 
relieved and all the child needs is encouragement and 
practice in walking. 

In discussing Bankart’s article Openshaw said 
that he had always operated on spastic cases by 
division of muscles and tendons. He had done 
Foerster’s operation in two cases but found it ex- 
tremely difficult and its results uncertain. Muirhead 
Little cited a case in which a Foerster operation 
cured the spasm but left the patient without a 
sense of balance so that he could not walk alone. 
Evans spoke of four cases in which he had done the 
Foerster operation with discouraging results. He 
favors resection of the motor nerves after they leave 
the parent trunk and seeks them out by electrical 
stimulation. Regarding Stoffel’s operation Fairbank 
was not so optimistic as Bankart. He found that in 
old cases tenotomy was required in addition, and 
that in many cases splints were necessary in the 
after-treatment. He agreed with Evans as to the 
disappointing results following Foerster’s operation. 
Rocyn Jones also considered tenotomy of the Achilles 
essential in addition to the nerve resection. In the 
upper limbs he has had better results from tendon 
transplantations than from nerve operations. Bris- 
tow said that in his experience it was always safe to 
divide both branches of the obturator nerve for 
adduction spasm. He prefers to divide it above the 
foramen by the extraperitoneal route. Feiling, a 
neurologist, was another who testified to the dis- 
appointing results following the Foerster operation. 
Elmslie and Naughton Dunn both advocated re- 
education of the muscles after the Stoffel operation. 

A. Crark, M.D. 


CHEST WALL AND BREAST 


Glass, E.: Additional Observations on the Disease 
Picture of Subacute Mastitis with the Forma- 
tion of Nodules in the Breasts (Weitere Beobach- 
tungen ueber das Krankheitsbild der subakuten 
Mastitis mit Knotenbildung in der Mamma). 
Deutsche med. Wehnschr., 1923, xlix, 275. 

To five cases previously reported the author adds 
eleven others. The condition described occurs usu- 
ally in young girls and young women with pendu- 
lous breasts. Generally both breasts are moderately 
enlarged and hard, and contain several well-cir- 
cumscribed, hard, and tender nodules, the size of 
hazelnuts, which resemble fibromata. The remain- 
ing glandular tissue is often sensitive to pressure. 
The glands at the border of the pectoral muscles 
are painful and enlarged. 

The size and sensitiveness to pressure are very 
changeable and show a definite relationship to 
menstruation, being greatest about midway between 
the periods. In one case in which a microscopic 
examination was made the picture of chronic masti- 
tis, proliferation of connective tissue and round-cell 
infiltration was found. In every case except one, 
rapid recovery was effected by the wearing of a 
support for the breasts. If there is any doubt re- 
garding the benignity of the nodes, especially when 
they are not at all, or only slightly, sensitive to 
pressure, the removal of a gland for microscopic ex- 
amination is indicted. WortMann (Z). 


Bunts, F. E.: Tumors of the Breast. Odio State M.J., 
1923, Xix, 561. 

Bunts presents and discusses the findings in a de- 
tailed study of the records of 1,264 cases of dis- 
eases of the breast, among which were 721 malignant 
tumors. 

The cases are divided into three groups, viz., 
benign tumors, malignant tumors, and miscellaneous 
conditions. The number of cases in each of these 
groups were: benign tumors, 161 (adenofibroma, 
60.9 per cent); malignant tumors, 721 (carcinoma, 
96.4 per cent); cysts, mastitis, etc., 382 (cysts and 
= mastitis, 61.5 per cent; mastitis, 19.1 per 
cent). 

The age incidence was as follows: 


Cysts, 

Age Benign Malignant mastitis, etc. 
Years Per cent Per cent Per cent 
Under 20 4:2 0.2 0.4 
20-25 16.5 °.7 
25-30 15.7 1.9 11.2 
30-40 28.3 15.5 29.4 
40-50 24.4 31.1 41.8 
50-60 8.7 27.6 8.2 
60-70 27.9 
Over 70 0.0 0.4 
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The comparatively high incidence of the benign 
conditions in the earlier years, i.e., under 30, and of 
the malignant conditions in the later years appears 
significant as an indication of the potential malig- 
nancy of benign conditions. 

Adenofibroma represents a more definitely pre- 
cancerous condition than mastitis. In ninety-three 
(13.4 per cent) of the cases of cancer a history 
of trauma was given, in twelve cases the breast had 
been massaged, and in thirty-nine there was a his- 
tory of abscesses or ‘‘caked breast.” In 17.8 per 
cent there was a hereditary history of cancer. The 
fact that 74.6 per cent of the total number of 
patients and 80.7 per cent of those with malignant 
tumors were married is significant 

That function of breast is of some importance 
as a causative factor is suggested by the fact that 
only 12 per cent of the breast tumors in men were 
malignant as compared with 55.8 per cent of those 
in women. 

The length of time between the discovery of the 
tumor and the operation, and the incidence of 
postoperative recurrences and metastases are sum- 
marized in tables. In 84 per cent of the cases the 
condition was first manifested by a lump, and in 
8 per cent by pain. 

Of 414 cases of cancer, recurrences have de- 
veloped in 50.2 per cent. The three-year survi- 
vals in the malignant group equalled 43.1 per 
cent; the five-year survivals, 28.8 per cent; and the 
ten-year survivals, 10.3 per cent. The number of 
survivals in cases of malignancy in the center and 
the upper outer quadrant of the breast was much 
smaller than that in cases in which other areas of the 
breast were involved. Ctiayton F. AnpRrews, M.D. 


TRACHEA, LUNGS, AND PLEURA 


Parodi, F.: The Mechanism of Action of Artificial 
Pneumothorax on the Basis of Anatomo-Patho- 
logical Observations (Il meccanismo d’azione del 
pneumotorace artificiale in base alle osservazioni 
anatomo-patologiche). Policlin., Rome, 1923, xxx, 
sez. prat., 489. 


From a macroscopic and microscopic study of the 
lung in a fatal case of tuberculosis treated by arti- 
ficial pneumothorax for a year, Parodi draws the 
following conclusions: 

1. In the lung subjected to collapse the tubercu- 
lous infiltration retains its pathologic character. 

2. Pneumothorax per se does not cause recovery, 
but aids it by favoring the proliferation of connec- 
tive tissue. 

3. It hinders but does not prevent the spread of 
the disease by the bronchial, hematic, or lymphatic 
routes. 
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4. In the beginning and for some time it acts 
chiefly mechanically by diminishing the areas of 
absorption. W. A. BRENNAN. 


Stewart, W. H.: Pulmonary Abscess Roentgeno- 
graphically Considered. J. Radiol., 1923, iv, 277. 


While the clinical picture and physical examina- 
tion are usually sufficient for the diagnosis, the 
roentgen examination is especially valuable in locat- 
ing the lesion and giving accurate information as to 
its extent and the presence or absence of associated 
pathologic conditions. 

The early process seen roentgenographically is 
a localized pneumonitis of varying degree. The 
shadow is more often oval than circular. In its 
center a lighter area soon appears, indicating cavity 
formation. The roentgenographic picture depends 
upon the amount of secretion present. If the cavity 
is filled, it is impossible to distinguish between the 
infiltration and the fluid. If it is only partially 
filled, a fluid level with a clear area above is seen. 
The infiltration varies greatly in character; usually 
the more acute the process the more dense the 
shadow. In cases of old abscesses, well-established 
pyogenic membranes are found and there is very 
little involvement of the lung surrounding the 
cayity. Before softening or gangrene occurs it is 
impossible to determine whether one is dealing with 
one or several abscesses. 

The lesion most commonly mistaken for lung ab- 
scess on X-ray examination is a small sacculated 
empyema. Certain cases of sarcoma of the lung 
simulate the multiple form of pulmonary abscess. 
The chronic form of lung suppuration may lead to 
a diagnosis of pulmonary tuberculosis. In the 
latter, however, there is little, if any, infiltration sur- 
rounding the cavities, and the position, laboratory 
findings, and manifestations of the disease elsewhere 
in the lungs will reveal its character. 

To demonstrate an abscess roentgenographically 
the chest must be examined in all positions. The 
author has found the prone lateral position, with the 
tube in front and the plate behind, most satisfac- 
tory, especially when the patient is unable to main- 
tain the erect position. That cavities are more 
readily mapped out in this position is due no doubt 
to the fact that the abscess is usually oval with its 
long diameter extending from the root toward the 
periphery. Localization by means of the roentgen 
ray in a position other than that in which the patient 
is to be placed on the operating table is unsatisfac- 
tory. 

It is better to describe the relation between the 
abscess and bony landmarks than to attempt to 
mark it on the skin. The ideal method of local- 
izing a lung abscess is a fluoroscopic examination 
made with the adjustable head fluoroscope after the 
patient has been prepared and placed in position 
on the operating table. Apotpu Hartune, M.D. 
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(ESOPHAGUS AND MEDIASTINUM 


Bircher, E.: Contributions on the Pathology of the 
Thymus Gland. II. The Surgical Treatment 
of Thymic Asthma and the Importance of the 
Thymus in Surgical Infections (Beitraege zur 
Pathologie der Thymusdruese. II. Zur chirurgischen 
Behandlung des Asthma thymicum und die Be- 
deutung der Thymus bei chirurgischen Infektionen). 
Deutsche Ztschr. f. Chir., 1922, clxxvi, 362. 


From the autopsy records for the last three years 
of cases in which status thymico-lymphaticus was a 
factor, the author found that, especially in four 
infectious diseases, the incidence of enlargement of 
the thymus was extremely high. This was true in 
85 per cent of the fatal cases of tetanus (six), in 80 
per cent of those of acute infection of the gall-bladder 
(five), in 75 percent of sixteen cases of diphtheria, 
and in eight cases of perforative appendicitis. That 
it was not a coincidence is evident because of the 
well-known susceptibility to infection of persons 
with the lymphatic habitus, in which, presumably, 
internal secretory conditions are involved. Bircher 
paid particular attention to the occurrence of thymus 
enlargement in young persons with diphtheria and 
in diphtheria suspects and observed a large number 
of cases of pure tracheostenosis thymica. 

In the past eight years Bircher has treated ten 
cases of pure thymic stenosis in children. In most of 
these, chronic thymic asthma had been present for 
a long time and had suddenly become more severe. 
The jugular tumor formation was distinctly evident 
clinically, sometimes on bending the head backward. 
In all of the cases a considerable portion of the thy- 
mus was resected. In three, a low tracheotomy was 
performed first, but did not relieve the interference 
with respiration. Nine of the children were cured. 

In four cases operated upon after the diagnosis of 
acute diphtherial stenosis (no diphtheria bacilli were 
found later) tracheotomy was unsuccessful, whereas 
resection of the thymus performed immediately 
thereafter cured the dyspnoea. Two of the patients 
were cured and two died. 

In six (possibly seven) cases of true diphtheria 
with associated thymic enlargement in which the 
thymus was resected at the time of the tracheotomy 
there were two deaths. Therefore the mortality was 
only 30 per cent whereas ordinarily in diphtheria 
with associated status thymicus it is 75 per cent. 

In nineteen of these twenty cases the thymus tissue 
showed histologically a distinct medullary hyper- 
trophy; the Hassall corpuscles were enlarged but 
decreased in number. 

Bircher disapproves of roentgen-ray therapy for 
persistent thymus as it is associated with the danger 
of causing thymic idiocy with total cessation of 
development as was observed by him in one case 
three years after an irradiation. In another case 
reentgen-ray therapy caused an aggravation of the 
symptoms, necessitating operation. MARWEDEL (Z). 


ABDOMINAL WALL AND PERITONEUM 


Masson, J.C.: Postoperative Ventral Hernia. Surg., 
Gynec. & Obst., 1923, xxxvii, 14. 

During a period of four years 28,970 abdominal 
operations were performed at the Mayo Clinic, 596 
(2.05 per cent) of which were for the repair of post- 
operative hernia. Recurrent umbilical and recurrent 
inguinal hernie are not included. During the same 
period, 4,249 inguinal, 217 femoral, 327 umbilical, 
and 113 miscellaneous hernie were repaired. The 
postoperative herniz therefore constituted 14.66 per 
cent of the total number of operations for hernia; 
eighty-four were recurrent. The original operation 
had been performed at the Mayo Clinic in 134 cases 
and elsewhere in 462. 

Postoperative herniz develop usually as a result 
of sepsis. In many instances this is unavoidable 
when drainage must be instituted at the primary 
operation. The next most usual cause of post- 
operative hernia is increased intra-abdominal pres- 
sure due to paralytic ileus, vomiting, coughing, hic- 
cough, sneezing, or straining. Improper closure of 
the wound at the time of operation, which permits 
hemorrhage and cedema and therefore favors poor 
coaptation, interfers materially with solid union. In 
certain debilitated and starved patients, wounds may 
be slow in healing. 

The treatment is divided into preventive meas- 
ures, such as the proper preparation of the patient 
for abdominal operation, the proper type of anzs- 
thesia, proper closure of the wound with proper 
suture material, and postoperative care. The cura- 
tive treatment includes pre-operative measures, 
such as reduction of obese patients, and the gradual 
reduction of the hernia which slowly brings the 
intra-abdominal tension to that required for the 
operation. 

Local nerve blocking supplemented, if necessary, 
by nitrous oxide, ethylene, or ether is the anesthesia 
of choice. 

The manner of closing wounds depends on the 
portion of the abdomen incised. One hundred and 
eighty-nine hernie occurred in a straight incision 
in the rectus muscle, 173 in a low midline incision, 
123 in a split muscle or McBurney incision, fifteen 
in a high midline incision, and twelve in the rarer 
forms of incisions. In 280 cases (54.68 per cent), 
some form of drainage had been used. A low mid- 
line incision is about the only site of postoperative 
hernia not preceded by infection. To guard against 
this, the author opens the sheath of the rectus on 
each side and effects closure exactly as in the ordi- 
nary straight incision. In women with marked dia- 
stasis recti, it is advisable to excise the umbilicus and 
overlap the aponeurosis for a short distance. 
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Anatomical closure is the operation of choice if 
it can be effected without undue tension; otherwise 
plastic overlapping, preferably vertical, based on 
the same principle as the Mayo operation for um- 
bilical hernia, is advisable. Undue tension must be 
avoided. The suture material of choice is twenty- 
day chromic catgut No. 1 or 2. Tension sutures of 
chromic catgut are best applied after the insertion 
of one row of a continuous mattress suture closing the 
peritoneal cavity. For cases in which the overlapping 
flaps consist mainly of scar tissue, the “living 
suture” (Gallie and LeMesurier), made of narrow 
strips of autogenous fascia lata, is advocated. These 
strips are sewed into the flaps in much the same 
manner as a stocking is darned. The wound is then 
packed with rubber tissue and partial closure is 
made with dermal sutures. The rubber pack allows 
ample drainage of the serum, blood, and broken- 
down fat. After forty-eight hours partial secondary 
closure is made. 

The results are very satisfactory. Of the 5096 
patients, eighty-four of whom had had at least one 
previous operation, 134 (22.48 per cent) have weak 
wounds with more or less bulging, and only fifty- 
four (5.7 per cent) are complaining of slight in- 
convenience. Twenty (3.35 per cent) did not im- 
prove. There were four deaths, a mortality of 1.78 
per cent. E. E. Larson, M.D. 


GASTRO-INTESTINAL TRACT 


Rehfuss, M. E.: Diagnosis of Gastric Disease. Ann. 
Clin. Med., 1923, ii, 55. 

The secretory and motor functions of the stomach 
are intimately associated but not entirely dependent 
upon each other. The ingestion of food sets up a 
complicated series of cycles, one secretory, the other 
motor. Psychic stimuli produced by emotion or 
through the special senses in the presence of food 
may have a marked effect on digestion. Various 
substances react in a more or less characteristic 
manner in the stomach, and the entire meat group 
causes a distinctly higher acidity than vegetables or 
cereals. Along the lesser curvature near the pylorus 
there are few acid cells. This area appears to have a 
lower resistance to the erosion of gastric juice than 
the rest of the stomach since it is here that most 
gastric ulcers develop. 

In its motor function the stomach is in reality two 
organs as the cardiac portion contracts three or four 
times as often as the antrum. There are two groups 
of persons, those with comparatively slowly empty- 
ing stomachs and those with comparatively rapidly 
emptying stomachs. The substance which required 
the longest time for normal gastric digestion in the 
cases studied by the author was nuts, but in no in- 
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eng was there any retention after a period of six 
ours. 

Certain organic diseases of the stomach affect the 
mucous membrane alone, others affect the sphincters 
and muscles, and afew cause general impairment. Sys- 
temic conditions may alter the functional output of 
the stomach either directly or reflexly. In cases of 
gastric disorders the symptoms are usually associated 
with some definite phase in the gastric cycle, occur- 
ring after the ingestion of food, during the active 
stage of digestion, or at the conclusion of digestion. 
In extra-gastric conditions the symptoms are usually 
more or less irregular. 

With modern technique and examination of the 
stomach in every plane the X-ray will demonstrate, 
not only the situation of the lesion, but also, not in- 
frequently, its nature. 

Gastric analysis has three objects, viz.: 

1. To measure the work of the mucous membrane. 
This it accomplishes in terms of secretion. 

2. To measure the work of the musculature and 
sphincter. This it accomplishes in terms of gastric 
evacuation. 

3. To demonstrate the presence of anything more 
than the meal and secretion. Fractional analysis 
is always preferable because very erroneous con- 
clusions may be drawn from a single examination. 

As a disease condition affects the mucous mem- 
brane or the muscles and sphincters, it will affect 
also the nature and character of the gastric work. 
A distinct alteration in the type of gastric secretion, 
either a hyperacidity or a subacidity, means only one 
thing and that is an alteration in the mucosal func- 
tion. The evacuation of an Ewald meal in from one 
hour and forty-five minutes to two hours and thirty 
minutes may be considered normal. Evacuation in 
less than this time or requiring longer than three 
hours is abnormal and due to hypomotility, atony, 
or organic disease at or near the pylorus. These 
various disorders of secretion and motility may be the 
result of either intra- or extra-gastric disease. 

Cyrit J. M.D. 


Watts, S. H.: Cardioplasty for Cardiospasm. Ann. 
Surg., 1923, lxxviii, 165.. 

Freeman, L.: An Operation for the Relief of Cardio- 
spasm. Ann. Surg., 1923, Ixxviii, 174. 

Warts believes that in cases of cardiospasm sur- 
gery is justifiable only when the hydrostatic dilator 
cannot be passed through the cardia with the aid 
of a silk thread guide. Gastrostomy is only a pallia- 
tive measure. Watts reviews the literature and 
reports in detail a case in which he effected a cure by 
cardioplasty. 

FREEMAN reports a case of cardiospasm associated 
with dilatation and tortuosity of the cesophagus in 
a man of 20 years. At operation, the upper segment 
of the dilated and rather loose oesophagus was in- 
vaginated into the lower segment without opening 
the lumen and this intussusception was fixed by a 
few stitches of chromic gut. Primary union occurred. 

Emit C. RositsHeK, M.D. 
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Murray, H. A., Jr.:_ The Chemical Pathology of 
Pyloric Occlusion in Relation to Tetany: A 
Study of the Chloride, Carbon Dioxide, and 
Urea Concentrations in the Blood. Arch. Surg, 
1923, Vii, 166. 

Gastric tetany is described as a form of nerve 
hyperirritability associated with vomiting, dilata- 
tion of the stomach, and pyloric occlusion and due 
usually to a lesion near the pylorus. The treatment 
is largely surgical. In this article the author reports 
the blood findings and clinical histories of seven cases 
of obstruction at or near the pylorus and the results 
of experimental work on dogs. 

The condition was first described in 1869 by Kuss- 
maul, who attributed it to desiccation of the tissues. 
In experimental work on dogs, MacCallum found 
that it could be produced after experimental occlu- 
sion of the pylorus by frequent washing of the 
stomach. Chemical changes found after pyloric 
occlusion have been compared by a number of in- 
vestigators to those found after parathyroidectomy. 
In a study of the effect on the nerves of changes in 
the ratio of sodium to calcium it was discovered that 
nerve irritability is increased by a relative increase 
in the concentration of the sodium and decreased 
by a relative increase in the calcium. MacCallum 
reported that pyloric occlusion is followed by a 
decided increase in the electrical irritability of the 
nerves. In the investigations made by the author 
and others it was found that when tetany was pro- 
duced by pyloric obstruction the blood chemistry 
was markedly changed, showing a rise of the car- 
bon dioxide of the plasma, a fall in the chloride 
content of the blood and plasma, an increase in the 
phosphorus and sulphur, and a slight rise in the 
hydrogen-ion concentration. In pyloric stenosis the 
hydrochloric acid cannot pass into the intestines 
and become resorbed. When it is expelled by vomit- 
ing or removed by gastric lavage a disturbance in 
a acid-base balance in the blood and tissues re- 
sults. 

In cases of persistent vomiting one of the most 
important investigations is the determination of the 
carbon-dioxide content of the plasma. If this is 
greatly increased in the absence of a history of 
alkali therapy—to over 80 per cent by volume—the 
presence of obstruction at or near the pylorus is 
indicated. If it continues to rise, tetany can be 
predicted. 

Gastric tetany must be differentiated from the 
tetany of hypoparathyroidism, the tetany of hyper- 
pnoea, and the tetany following the administration 
of alkalies or sodium salts. Harotp M. Camp, M.D. 


Schindler, R.: Gastroscopic Studies on the Healing 
of Gastric Ulcer (Gastroskopische Untersuchungen 
ueber die Heilung des Ulcus rotundum ventriculi). 
Muenchen. med. Wchnschr., 1923, 1xx, 421. 


Ulcers at the pylorus usually escape gastroscopic 
diagnosis on account of their location, while those 
in the fundus are easily seen. The healing of ulcers 
can be studied exactly only with the gastroscope, 


as roentgen findings, such as the disappearance of 
niches, are not conclusive. 

The author reports three cases in which he studied 
the process of healing gastroscopically. In one case 
of ulcer on the lesser curvature, which he reports 
in particular detail, the lesion had become smaller 
and shallower at the end of twelve days and was 
then bounded by normal mucosa surrounded by a 
deep red, injected, circular zone. After thirty-one 
days it was the size of a pea, the mucosa of the car- 
dial edge was reddened, and the circular zone had 
disappeared. After thirty- eight days it had become 
epithelialized. After fifty-seven days a yellow, re- 
tracted scar was seen. 

The Leube treatment and, as medication, a mix- 
ture of barium sulphate, extract of belladonna, and 
papaverin are recommended. Trecet (Z). 


Charrier: Three Cases of Perforation of the Stomach 
by Ulcer (Trois cas de perforation de l’estomac par 
ulcére). Bull. et mém. Soc. de chir. de Par., 1923, xlix, 


Feecath: Two Cases of Perforation of the Duo- 
denum by Ulcer (Deux cas de perforation d’ulcére 
du duodénum). Bull. et mém. Soc. de chir. de Par., 
1923, xlix, 494. 

In two of the three cases of ulcerous perforation 
of the stomach reported by Charrier, only suture of 
the perforation was done; both patients recovered. 
In the third case the perforation, which was pre- 
pyloric, was surrounded by a thick zone of indura- 
tion and the pylorus appeared greatly constricted. 
A gastro-enterostomy was therefore done in addition 
to the suturing of the perforation. The patient died 
the second day after the operation. 

Gastro-enterostomy was done in addition to 
suturing of the perforation also in one of Ferrari’s 
cases in which the ulcer was situated in the stric- 
tured pyloric canal. The patient died fifteen hours 
after the operation, 

Bréchot, in discussing these reports, called atten- 
tion to the fact that both of these surgeons, who are 
experienced, avoided a partial gastrectomy. In the 
two cases in which gastro-enterostomy was done, it 
was necessitated by the stricture of the pylorus. 
Bréchot believes that in cases of perforated ulcer 
minimal surgical intervention should be the rule 
and that this should consist of excision followed by 
suture and burial of the edges of the perforation by 
omentoplasty or, in cases without extensive indura- 
tion, excision of the indurated area and gastro- 
enterostomy. Partial gastrectomy is indicated only 
exceptionally when more conservative treatment is 
impossible. W. A. BRENNAN. 


Balfour, D. C.: The Use of the Cautery in Peptic 
Ulcer. Ann. Surg., 1923, lxxviii, 206. 


The author bases his discussion of the use of the 
cautery in peptic ulcer on 725 cases in which the 
cautery was employed in the Mayo Clinic. Gastric 
ulcers may be arbitrarily divided into three groups: 
(1) those in which the crater is 1 cm. or less in dia- 
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meter, (2) those between 1 and 2 cm., and (3) those 
over 2cm. A large percentage of the ulcers now seen 
are small, and go per cent of them involve the lesser 
curvature. Since the cautery is particularly suitable 
for such cases it has a wide applicability. 

The method originally described for the use of the 
cautery in the treatment of these small ulcers is 
followed, but the importance of thorough excision 
of the lesion by the cautery is emphasized, as un- 
questionably certain failures to cure were due to 
inaccuracy in this respect. Such excision is combined, 
of course, with gastro-enterostomy. 

Ulcers with medium-sized craters should be ex- 
posed by an opening made with the cautery at the 
edge of the induration and, with the crater of the 
ulcer in view, its wide excision made with the cautery 
knife. If such ulcers are at the pylorus, partial 
gastrectomy will be preferred by certain surgeons, 
and their experience may justify it. Cautery excision 
combined with gastro-enterostomy has been per- 
formed in the Clinic in 329 cases of gastric ulcer, 
with a mortality rate of 2.12 per cent, a rate lower 
than that of any other type of operation performed 
for gastric ulcer in the Clinic. In one series of 148 
consecutive cases there was no operative mortality. 
Eighty per cent of the patients report satisfactory 
results from the operation, 14 per cent are benefited, 
4 per cent failed to derive benefit, and 1.1 per cent 
are known to have developed subsequent ulceration. 

The cautery is used also in cases of ulcers high on 
the lesser curvature. These in any other situation 
in the stomach would indicate partial gastrectomy. 

As in the entire series of 725 cases there have been 
only 1.1 per cent of recurrences of ulcer, including 
gastrojejunal, the fear that the cautery may itself 
produce subsequent ulceration is quite unfounded. 
Similar results are found in connection with cancer 
developing after operations for gastric ulcer. Of 
418 persons subjected to cautery excision of gastric 
ulcer, eight (1.9 per cent) subsequently died of cancer 
of the stomach. This group, however, includes cases 
of inaccessible lesions which were classified at the 
time as ulcers but which, in some cases, undoubtedly 
had become malignant. 

In cases of duodenal ulcer the indications for the 
use of the cautery are not so definite, but the method 
may be employed satisfactorily when the ulcers 
bleed or there are other reasons for excising. If the 
bleeding ulcers are small and on the anterior wall of 
the duodenum, the point of a Pacquelin cautery may 
be easily thrust through the lesion. Such excision 
has done more to eliminate the possibility of subse- 
quent hemorrhage than any other one procedure. 

D. C. Batrour, M.D. 


Judd, E. S., and Rankin, F. W.: A Technique for the 
Resection of Gastric and Duodenal Ulcers. 
Surg., Gynec. & Obst., 1923, xxxvii, 216. 


A study of the cases of gastric ulcer at the Mayo 
Clinic with reference to their end results and the 
type of operation employed has demonstrated that 
a definite percentage of the patients with gastric 
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ulcer on whom resection was performed without 
gastro-enterostomy failed to obtain satisfactory 
results and that a similar percentage of patients 
on whom a gastro-enterostomy was performed but 
the ulcer was left intact also experienced difficulty. 
It is therefore believed advisable to supplement 
excision of the ulcer with gastro-enterostomy, and 
this procedure is now followed in most cases. 

A method of excising a duodenal ulcer which has 
been used in a large series of cases is described. Ex- 
cision permits a direct attack on the primary cause 
of the trouble, makes possible an examination of the 
entire duodenum, is free from the complications 
attending gastro-enterostomy, and in cases of 
bleeding ulcer permits the obliteration of the of- 
fending vessels. In many cases it is impossible to 
excise the ulcer because of its location and the fixa- 
tion of the duodenum. 

The duodenum is mobilized by dividing the bands 
of adhesions to the neighboring organs. The ex- 
posure is increased by delivering the pyloric half 
of the stomach onto the anterior abdominal wall and 
making slight traction upon it. The ulcer is excised 
by inclusion in two semilunar incisions. The upper 
incision is placed so that its center lies opposite the 
center of the pyloric ring and its convexity is upward. 
The first incisions extend only through the perito- 
neal coat. 

The lumen of the duodenum is opened by extend- 
ing the incision through its muscularis and mucosa. 
Ulcers on the posterior wall are seared with the 
cautery. The duodenum is closed in layers. The 
mucosa is closed separately and accurately, and the 
seromuscular coat is inverted by a single suture of 
catgut. 

The convalescence in the cases so treated has been 
unusually smooth and free from vomiting and other 
distressing sequela. A. J. Scnott, M.D. 


Aoyama, T.: The Formation of Hzmorrhagic 
Erosions in the Mucosa of the Excluded Pylo- 
rus (Ueber die Bildung der haemorrhagischen Ero- 
sionen in der Schleimhaut des ausgeschalteten Pylo- 
rus). Zentralbl. f. Chir., 1923, 1, 252. 


The author reports a case of hematemesis in 
which the hemorrhages recurred after a simple 
gastro-enterostomy and again following exclusion 
of the pylorus. A cure was effected only after 
resection of the pyloric portion which showed three 
small erosions. BANGE (Z). 


Drummond, H.: Retrograde Intussusception of 
the Small Intestine After Gastro-Enter- 
ostomy. Brit. J. Surg., 1923, xi, 79. 

The author’s case of recurring retrograde intus- 
susception of the small intestine after gastro-enter- 
ostomy, added to those reported in the literature, 
makes a total of fourteen cases. Drummond believes 
the condition must be recognized as one of the com- 
plications following gastro-enterostomy. 

The diagnosis is suggested by the history of a 
previously performed gastro-enterostomy, sudder 
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griping epigastric colic, the vomiting of blood, 
occasionally the presence of a palpable tumor in 
the left hypochondriac region, and the absence of 
rigidity, distention, and acute tenderness. 

The condition seems to be brought about by too 
rapid emptying of the stomach causing irritation of 
the jejunum and forcible antiperistalsis, rather than 
by any particular type of operation. 

The treatment is surgical. There seems to be no 
reliable method of prevention. 

E. SHACKLETON, M.D. 


Tees, F. J.:_ Four Cases of Volvulus of the Small 
Intestine, with Observations on the Etiology. 
Canadian M. Ass. J., 1923, xiii, 400. 


Volvulus was found in 4 per cent of 669 cases of 
intestinal obstruction seen at the London Hospital 
during a period of thirteen years. In approximately 
25 per cent of these it occurred in the small intestine. 
In 2,315 cases of obstruction reported in continental 
Europe it was found in 16.9 per cent, and in one-third 
of these involved the ileum. 

The author reports four cases of volvulus of the 
small intestine which were seen within a few months 
at the Montreal General Hospital. Each presented 
unusual points of interest. In the first case, that of 
a laborer, the condition developed suddenly after 
the eating of a heavy meal. At examination the next 
morning a definite mass was found to the left of the 
umbilicus. When the patient was being examined by 
a consultant, the mass suddenly disappeared and he 
experienced relief. He then slept well for a number 
of hours, but later complained of mild pain in the 
abdomen, and vomited blood. The abdomen was 


soft and enemata were returned clear. The temper- 
ature was 99.4 degrees F., the pulse 128, and the leu- 
cocyte count 23,200. 

At operation, performed about thirty-six hours 
after the onset of the condition, the volvulus was 
easily reduced by rotating the bowel to the left 180 
degrees. The damaged bowel was resected and an 


end-to-end anastomosis was done. It was obvious 
in this case that the patient had had a volvulus 
which had become partially corrected. The ob- 
struction due to the twisting was relieved, but the 
acute strangulation over a period of twelve hours 
had obliterated the lumen. 

The second case was that of a young man ad- 
mitted to the hospital on account of frostbite of the 
extremities and of the left side of the abdominal 
wall. Moist gangrene developed in the hands and 
feet, and the patient appeared very toxic before any 
line of demarcation was evident. On the tenth day 
vomiting occurred several times. An enema was 
expelled well colored and with flatus. This was 
followed by severe and increasing epigastric pain. 
The next morning the abdomen was markedly rigid 
and moderately distended, suggesting general peri- 
tonitis. The general condition was poor, the tem- 
perature 103.4 degrees F., and the pulse 124. 

At operation a high volvulus was found and re- 
duced with difficulty. The patient failed to recover 
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from the toxemia and died the following day. An 
ecchymotic spot was found on the inner surface of 
the abdominal wall corresponding to the frostbitten 
area seen externally. This, in the author’s opinion, 
lowered the vitality of the underlying bowel, and 
when large amounts of liquid were given to combat 
the toxemia, the increased peristalsis caused the 
bowel to twist. 

The third case was that of a man 70 years of age 
who gave a history of glycosuria for a period of 
years and of constipation with occasional periods of 
diarrhoea for the last six months. A weight loss of 
4o lbs. in two years had been associated with an in- 
crease in girth. For the past three days there had 
been no bowel movements although large quantities 
of laxatives had been taken. There was no pain or 
vomiting, and no result from enemata. The ab- 
domen was greatly distended but not tender. Con- 
siderable tympany was noted. There was no palpa- 
ble mass in the abdomen, and the rectal examina- 
tion was negative. The patient refused an explora- 
tory laparotomy. The following day the abdominal 
distention was markedly increased, and he consented 
toan operation. The urea nitrogen equalled 64 mgm. 
der 100 c.cm., and the blood sugar was o.2 per cent. 

Operation disclosed a hard, unquestionably malig- 
nant tumor of the sigmoid causing complete obstruc- 
tion of the bowel. The terminal 4 or 5 ft. of the ileum 
and the caecum were involved in a volvulus contra- 
clockwise. This was reduced and a colostomy was 
done. After the operation, persistent facal vomit- 
ing developed in spite of gastric lavage and other 
measures to combat it. The following day the urea 
nitrogen dropped to 30 mgm. per 100 c.cm. The 
patient then developed a double bronchopneumonia 
and succumbed a few days later. 

The fourth case was that of a man aged 43 years 
who gave a history of occasional attacks of abdomi- 
nal pain during the previous six months. Four days 
prior to his admission to the hospital there had been 
a recurrence associated with vomiting. His physician 
made a diagnosis of acute gastritis and prescribed 
large doses of morphine and a liquid diet. Three 
days later he was given a large dose of castor oil. 
This was followed by an increase in the pain and 
persistent nausea and vomiting, but no bowel 
movements. The abdomen was scaphoid, tender, 
and resistant, but not rigid. There was no visible 
peristalsis. At operation on the fourth day a large 
volvulus, contra-clockwise, was found involving the 
upper four-fifths of the small intestine. This was 
reduced, and the appendix, which was acutely in- 
flamed, was removed. The operation was followed 
by recovery. The patient returned to work during 
the fourth week. 

In each of the four cases in this report the distal 
bowel was inactive and the proximal bowel was 
thrown into unusual peristaltic activity, an antago- 
— most favorable for the production of a vol- 
vulus. 

Carey has shown that in the dog, cat, sheep, cow, 
and pig, the muscular coats of the small intestine 


SURGERY OF THE ABDOMEN 553 


are not the classical inner circular and outer longi- 
tudinal muscle fibers, but fibers arranged in spiral 
form, the inner a close spiral, and the outer coat 
more elongated, making a complete turn every 20 
to 50 cm. or more. This arrangement imparts a 
screw-like action to peristalsis and may be a factor 
in the production of volvulus. 

From the cases reported in this article and his 
investigations, the author concludes that the gener- 
ally accepted theory regarding the production of vol- 
vulus is erroneous as it frequently occurs in the 
absence of adhesions or other structural abnormal- 
ities of the intestinal tract. He believes that greater 
stress should be placed on disordered peristalsis 
leading to an antagonism between two segments of 
bowel unequally filled. Harotp M. Camp, M.D. 


Kerr, H. H.: Intestinal Surgery. J. Am. M. Ass., 
1923, Ixxxi, 641. 

Kerr calls attention to the fact that of the five 
histologic coats of the intestinal wall only the peri- 
toneal and fibrous are important from a surgi- 
cal standpoint. All intestinal sutures should pass 
through the fibrous coat as this will keep them from 
tearing out and prevent the occurrence of leakage. 
The uniting suture should invaginate the peritoneal 
coat so that the walls of the stroma are completely 
surrounded by the peritoneum. One absorbable 
suture uniting the fibrous coat and invaginating 
the peritoneal coat is all.that is required, even in 
stomach resection. A larger opening is obtained 
by dividing the intestine at an angle of 45 degrees. 
This will double the area produced by transverse 
section. 

The author gives in detail the technique of the 
“basting stitch method,” devised by Parker and 
himself in 1907. Since this method has been used 
with the technique described he has had no failures. 

E. SHACKLETON, M.D. 


Pannett, C. A.: The Technique of Axial Anastomo- 
sis of the Alimentary Canal. Proc. Roy. Soc. 
Med., Lond., 1923, xvi, Sect. Surg., 81. 


In axial anastomosis of the bowel an abscess often 
forms at the mesenteric border which is due, not only 
toa lack of peritoneal covering, but also to interference 
with the blood supply. As the strongest adhesions 
are present where a peritoneal surface comes into 
contact with a raw surface, a good closure may be 
obtained by rotating the cut bowel so that the two 
raw mesenteric surfaces will be brought into contact 
with a peritoneal surface of gut. 

In the author’s technique the bowel ends are 
crushed by forceps in such a way that when they are 
apposed the mesenteric angles will not be opposite. 
The ends are then sutured by through-and-through 
stitches, gross soiling being prevented by clamping 
the bowel with rubber clamps a short distance from 
the openings. This suture line is covered by a sero- 
muscular stitch, the posterior layer of which was 
inserted before the through-and-through stitch. 

Marcus H. Hosart, M.D. 


ood, 
in 
of 
too 
n of 
han 
no 
nall 
py. 
; of 
ital 
ely 
ne, 
tal 
ird 
the 
ths | 
ed 
of 
ter 
“xt 
he 
by 
he 
er 
he 
as 
u- 
rs 
AS 
30 
Is 
1S 
)- 
e 
y 
y 
| 


554 INTERNATIONAL ABSTRACT OF SURGERY 


Luquet: A Procedure to Facilitate the Execution 
of the Connell Stitch (Un procédé facilitant 
Vexécution du point de Connell). Presse méd., 
Par., 1923, Xxxi, supp. 552. 

The disadvantage of the Connell intestinal stitch 
is the slowness of its execution. The author believes 
it can be simplified and made more rapid by the 
use of proper instruments. By employing Judd’s 
forceps and by pinching up folds of the intestinal wall, 
the four manceuvres of the stitch may be reduced 
to two, but this is not quite satisfactory if the wall 
is thick, as in the stomach, and is difficult when 
corners are to be turned. On Pauchet’s service they 
now use a special 7-cm. needle with two triangular 
points and a central eye which was designed by 
— and can be employed very easily with the left 

and. . 

Suturing is begun at one end of the gutter by 
holding the needle between the left index finger 
and thumb by the rounded portion between the 
eye and point. With the other point of the needle 
the wall of the gut is transfixed from without in- 
ward up to a point where the eye arrives at the wall. 
Then the part of the needle which has passed 
through the wall is grasped in the right hand and 
the needle is drawn completely through without 
changing hands. The needle point which has just 
come through is then turned backward through 
the same wall, but this time from within outward. 
As soon as it has traversed the gut it is grasped with 
the left hand to pull it through. The opposite 
wall of the gut is sewed in the same manner, the 
hand action being reversed. In this manner the 
use of a dissecting forceps to hold the tissues is 
rendered unnecessary. The assistant picks up each 
wall alternately and presents it to the operator’s 
needle point. When once the habit of changing 
hands automatically has been acquired, the ease and 
rapidity with which the Connell suture may be ap- 
plied is astonishing. Speen, M.D. 


Foucar, H. O.: Intermittent Duodenal Obstruction 
in Children. Med. Clin. N. Am., 1923, vii, 81. 


Two cases of intermittent duodenal obstruction 
in children are presented to direct attention to the 
pathologic conditions found in the upper gastro- 
intestinal tract, other than the stomach, which may 
be associated with recurrent attacks of vomiting. 

Case 1. The patient was a boy 4 years of age who 
was brought to the Clinic because of attacks of 
vomiting which began when he was one week old 
and recurred at irregular intervals three or four 
times a year, each attack lasting one to three weeks, 
during which time the vomiting occurred from two 
to ten times daily. The vomiting was projectile and 
copious, and without relationship to meals. There 
was also cramp-like aching referred to the region of 
the umbilicus. This condition was complicated by 
bronchiectasis of four months’ duration. 

Examination of the gastro-intestinal tract, includ- 
ing roentgen-ray study, was negative. One week 
later, during a typical attack, the stomach was seen 


to be dilated and peristaltic waves were present, 
Fluoroscopic examination revealed a definite ob- 
struction in the duodenum 15 cm. from the pylorus. 
A diagnosis of intermittent duodenal obstruction 
was made and surgical intervention was advised. 

Operation disclosed an extensive chronic adhesive 
peritonitis which had matted the small intestines 
together. The cause of the attacks was found to bea 
recurrent volvulus of the jejunum which, because 
of the adhesions, also closed the duodenum. Because 
of the early onset of the symptoms, it was concluded 
that the adhesions were the result of fetal perito- 
nitis. The adhesions were freed, and the patient 
has had no further trouble. 

CasE 2. The history of this case was similar to 
that of Case 1, the essential points being the early 
onset of recurrent attacks of vomiting with definite 
peristaltic waves visible in the epigastrium. The 
patient was a boy 18 months old. When the child 
was first seen, in an interval between attacks, the 
examination of the gastro-intestinal tract was nega- 
tive. Two weeks later he began vomiting and peri- 
staltic waves were visible. A diagnosis of inter- 
mittent duodenal obstruction was made. 

At operation no actual obstruction was found, 
but the mesentery was cedematous and markedly 
thickened by enlarged lymph nodes. The mechanism 
in this case seemed to be transitory obstruction due 
to inability of the intestines to adjust themselves 
because of the thickened mesentery. 

H. O. Foucar, M.D. 


Huddy, G. P. B.: Duodenal Diverticula, with Report 
of a Case of Gangrenous Diverticulitis. Lancet, 
1923, CCV, 327. 

Duodenal diverticula may be congenital or ac- 
quired. Congenital pouches constitute only a small 
percentage of duodenal diverticula. The acquired 
form may be the result of traction from without or 
of pressure from within associated with local weak- 
ness of the duodenal wall. 

The diverticula may arise from any of the three 
portions of the duodenum, but the majority are 
found in the second portion on the postero-internal 
aspect, in close relation to the ampulla of Vater. 
From its duodenal origin, the pouch may extend in 
any direction, but most commonly extends inward 
toward the concavity of the duodenum where it 
comes into close relation with the pancreas. The 
size of diverticula ranges from that of a pea to that 
of a hen’s egg. The average size is that of a walnut. 

The diverticular wall is thin. In the true con- 
genital type of diverticulum it is composed of all 
the layers of the duodenum. In the more common 
false or acquired type it is composed of mucosa 
in which Brunner’s glands are usually absent. The 
muscularis is well defined at the base. but deficient 
over the rest of the sac. 

Duodenal diverticula probably occur in from 1 
to 2 per cent of human beings. They may be formed 
at any age, but are most common after the age of 
50 years. 
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The pathologic conditions which may be super- 
imposed upon diverticula are acute or chronic 
diverticular inflammation, chronic duodenal catarrh, 
and pancreatitis, duodenal dilatation, and obstruc- 
tion of the biliary and pancreatic ducts. 

Usually these pouches cause no physical signs or 
symptoms. The diagnosis is made only when there 
is a superimposed pathologic condition. 

As a rule the absence of symptoms renders treat- 
ment unnecessary. If the pouch is discovered, the 
treatment is invagination if the diverticulum is 
small and excision if it is large. 

SAMUEL Kaun, M.D. 


Mucharinski, M. A.: Cancer of the Duodenum 
(Zur Frage ueber den Krebs des Duodenums). 
Nowy Chir. Arch., 1922, ii, 586. 

Carcinoma of the duodenum is very rare. The 
author reports a case in which recovery followed 
resection and cites the literature regarding the 
pathologic anatomy, the symptoms, and the opera- 
tive treatment. Operation has been performed in 
twenty cases of carcinoma of the papilla of Vater 
and in two cases of peri-ampullar, five cases of 
suprapapillary, and one case of prejejunal carcinoma. 
In the cases of suprapolar carcinoma it consisted 
of a palliative gastro-enterostomy. ScHaack (Z). 


Koch, K.: Resection of the Duodenum. Ulcer at the 
Papilla (Duodenalresektion. Ulcus ad papillam). 
Rozhledy v. chir. a gynaek., 1923, ii, 157. 

In resection of the duodenum, experience and train- 
ing are of very great importance. The surgeon must 
be of the opinion that there is no duodenal ulcer 
which cannot be resected. In the Bratislava clinic 
resection is regarded as the method of choice in 
chronic cases. 

The operation may be divided into three parts, 
viz., dissection, care of the duodenal stump, and 
anastomosis. For the dissection there are no rules 
except that it must be done according to the indi- 
cations of the particular case. Closure of the duo- 
denum is done by the method of Kostlivy. The 
serosa is sutured sagitally over the stump so that a 
small part of the stump remains uncovered; over the 
latter part is placed the head of the pancreas. Anas- 
tomosis is done by the Kroenlein-Reichel-Pélya 
method. 

The author reports two cases of ulcer at the 
papilla. In the first it was possible to conserve the 
papilla since the lesion lay below it, on the anterior 
wall of the intestine. The obliquely sutured duo- 
denum had the appearance of a continuation of the 
choledochus. 

In the second case a typical stenosis had been 
present for fifteen years. The cicatricially stenosed 
papilla was resected and the choledochus then im- 
planted into the duodenal stump. The pancreatic 
duct which was embedded in scar tissue, could not 
be dissected out and was therefore sutured with the 
parenchyma. Both patients make a quick recovery. 

(Z). 
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Foss, H. L.: Meckel’s Diverticulum and Intestinal 
Obstruction. J. Am. M. Ass., 1923, 1xxxi, 90. 


Meckel’s diverticulum is an embryonic remnant 
which is present in about 1.5 per cent of all persons. 
It consists of a finger-like projection extending from 
the surface of the small bowel for a distance of from 
2 to 25 cm., and is found within the lower 6 ft. of the 
ileum. The responsible factor is failure of the 
vitelline or omphalomesenteric duct to atrophy, 
which normally occurs about the third month of 
intra-uterine life. The remains of the obliterated 
blood vessels which once accompanied the duct may 
form a cord-like attachment -between its tip and 
the abdominal wall, especially the umbilicus. These 
bands are often responsible for knotting of the 
diverticulum which results in intestinal obstruction. 
The diverticulum is subject also to inflammation 
and suppuration which produce a syndrome usually 
mistaken for that of acute appendicitis. In every 
case of acute intestinal obstruction the possibility 
that a Meckel diverticulum is responsible should be 
considered. As a rule this cannot be differentiated 
from other causes of obstruction such as volvulus, 
intussusception, adhesions, etc. It should be looked 
for in every case diagnosed as acute appendicitis 
in which an apparently healthy appendix is found 
at operation. 

Foss reports a case of his own in which a diagnosis 
of acute intestinal obstruction with volvulus of the 
ileum was made. This case presented acute abdom- 
inal symptoms anda small spherical! mass just beneath 
the’ umbilicus. Operation revealed a volvulus of 
2 ft. of the lower ileum due to a Meckel diverticulum 
which was attached by its tip to the root of the iliac 
mesentery and formed an arch under which a loop of 
ileum had become strangulated. Resection and an 
end-to-end ileocolostomy were done. Convalescence 
was uneventful. C. J. Gasper, M.D. 


Vance, B. M.: Traumatic Lesions of the Intestine 
Caused by Non-Penetrating Blunt Force. 
Arch. Surg., 1923, vii, 197. 

The author reports twelve cases that came to 
autopsy. While they are too few to permit the deduc- 
tion of definite conclusions, they present certain 
facts worthy of emphasis regarding the anatomical 
and clinical peculiarities of intestinal injuries caused 
by blunt force. 

The intestine may be crushed, torn, or burst by 
pressure from within. In many instances the mech- 
anism of the violence may be recognized both from 
the clinical history and the anatomical findings at 
operation or autopsy, but in other cases conclusions 
cannot be drawn with the same degree of certainty. 
In the cases reviewed, death resulted from intra- 
abdominal hemorrhage whenever there were asso- 
ciated mesenteric and visceral injuries. Most of 
the deaths, however, were due to peritonitis. In 
two cases in which the duodenum was perforated a 
retroperitoneal cellulitis developed. 

It is apparent that the treatment of these injuries 
is very unsatisfactory. The mortality is high, but 
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almost all persons with such injuries die if they are 
not operated upon. Berry cites only twenty-six 
recoveries in 114 cases treated surgically, and 
Tschistosserdoff only eight recoveries in forty-seven 
cases. The longer the operation is delayed after the 
injury, the less the chance of recovery. Therefore 
prompt recognition of the condition is of great 
importance. 

A very slight blunt force is sufficient to cause an 
intestinal injury and various circumstances may 
arise which will delay the appearance of the charac- 
teristic clinical signs. Therefore in all casualties in 
which there is a possiblity of violence to the abdom- 
inal parietes the possibility of rupture of the intes- 
tine should be borne in mind and the case treated 
accordingly. 

It is the opinion of the staff of the first surgical 
division of Bellevue Hospital that an exploratory 
laparotomy should be performed in every case of 
blunt trauma in which it is impossible to exclude an 
injury to hollow viscera. Under these circumstances 
operation is deferred only if the patient is so nearly 
moribund or in such shock that surgical treatment 
would itself prove fatal. The absence of the signs of 
abdominal distress shortly after injury does not 
contra-indicate surgical interference, as it does not 
necessarily prove the absence of a dangerous ab- 
dominal lesion. The policy of early operation may 
not be successful in every instance, but its advan- 
tages outweigh any possible disadvantage. 

Cart D. M.D. 


Aaron, C. D.: The Treatment of Spastic Constipa- 
tion. Am. J. M. Sc., 1923, clxv, 816. 


Spastic constipation is less common than atonic 
constipation, but both forms may be associated. The 
increased irritability of the vegetative nervous sys- 
tem may be due to disease of abdominal or pelvic 
organs. Vagotonia induces spasm of the circular 
muscles of the intestines and contraction of the colon. 
A spasm of a few isolated loops of intestine retards 
evacuation. Spasms of the large intestine occur 
most frequently in the transverse colon, the hepatic, 
splenic, and sigmoid flexures, the rectum, and the 
anus. 

The characteristic symptoms of spastic consti- 
pation are delayed fecal discharge and intestinal 
colic usually preceding defecation and associated 
with varying degrees of abdominal pain with or 
without meteorism affecting the entire abdomen or 
only certain portions of the intestine. The pain may 
continue for hours and terminate with a large 
evacuation. On palpation the descending colon and 
sigmoid flexure feel like a thick rope. There is fre- 
quent desire for defecation, and evacuation is in- 
complete. High-grade spastic contraction is not 
permanent and hence is compatible with the forward 
movement of intestinal contents. Spastic and atonic 
conditions may alternate There may be retention 
of feces in the ascending colon and a spasm of the 
transverse colon. When prolonged haustral seg- 
mentation occurs, the faces are formed into irregular 
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or ribbon-like. 

Spasticity of the colon is more common in women 
than in men, probably because of social conditions, 
the nervous strain on women of the higher classes, and 
the causal relation between intestinal function and 
female pelvic disease. 

It is easy to differentiate a contracted from a full 
intestine by physical examination repeated at var- 
ious times during the day and by X-ray examina- 
tion. The presence of proctospasm is revealed by the 
tonus of the anal sphincter; the rectum fits tightly 
around the examining finger. 

The treatment should include physical and mental 
relaxation; a complete rest in bed or a fresh-air 
régime may be sufficient to induce normal] defwca- 
tion. The diet should be free from mechanically or 
chemically irritating foods and should be such as 
will render the feces pasty and soft and the intes- 
tinal mucous membrane slippery. Cooked vege- 
tables and fruits, easily digested fats, cream cheese, 
soft boiled or raw eggs, curds mixed with cream, 
honey, etc., may be allowed. Atropine paralyzes the 
peripheral ends of the autonomic system and re- 
laxes the spastic intestine. Papaverine and benzyl 
benzoate are valuable drugs. The use of glycerine 
enemata, suppositories, and most laxatives is contra- 
indicated. Liquid petrolatum in tablespoonful doses 
three times daily may be tried. Fleiner’s oil en- 
emata are extensively used; these consist of an 
injection of 250 to 500 c.cm. of pure olive oil at first 
given daily, then on alternate days, and subse- 
quently twice a week for a period of several months. 
The oil may be retained over night or may be given 
at 6.00 a.m. and retained for three or four hours. 
It lubricates the gut, softens the faeces, and forms a 
protecting coat over the inflamed mucous mem- 
brane. Some of it probably breaks up into fatty 
acids and stimulates peristalsis. It causes practically 
no discomfort, but some patients have a sensation of 
tasting oil after an enema. If spontaneous evacuation 

does not follow retention of the oil, a small lukewarm 
soft-water enema may be given. Abdominal massage 
is contra-indicated, but the application of heat may 
help to overcome the spasms. 

Watter C. Burket, M.D. 


Strauss, A. A.: Ulcerative Colitis. Surg. Clin. \. 
Am., 1923, iii, 1033. 

Strauss reports two cases. He believes it is im- 
possible to cure an ulcerative bowel by diet and 
medication alone as long as the feces are passing 
through it, and that therefore medical treatment 
should be preceded by early surgical intervention 
to put the bowel at rest. 

He recommends ileostomy followed in five or six 
days by irrigation through the distal loop of the 
ileum with 3 or 4 qts. of normal saline solution. In 
conclusion he states that it is no more difficult or 
dangerous to do an ileostomy through a gridiron 
incision under local anesthesia than an appendec- 
tomy. Emit C. RositsHek, M.D. 
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Hughson, W.: Chronic Ulcerative Colitis and Its 


Treatment. Virginia M. Month., 1923, |, 304. 


The author discusses those cases of chronic colitis 
to which none of the usual causes can be assigned. 
The most probable predisposing factor in this con- 
dition is a lowering of the resistance of the colon 
due to bacterial infection, improper diet, or amee- 
bic dysentery. 

The extent of the disease depends upon its dura- 
tion. At first there is chronic inflammation with 
superficial ulceration of the mucosa. As healing 
takes place, scar tissue is formed and strictures 
may develop. Deep ulceration may lead to per- 
foration. The diagnosis is made from the history of 
diarrhoea, abdominal cramps, the passage of mucus, 
blood, and pus, a loss of weight, and progressive 
prostration, and a svstematic exclusion of all other 
types of dysentery. 

As the disease begins in the rectum and the sig- 
moid portion of the bowel, the finding of the ulcera- 
tion on proctoscopic examination will rule out cancer 
and syphilis. In the early cases the X-ray reveals 
an increase in the peristalsis, but later the colon 
becomes a thick tube without haustrations. 

No single form of treatment is successful in all 
cases. Irrigation of the colon with antiseptics and 
bland oils seems to be the most common method. 
The diet must be regulated to prevent fermentation. 
Surgical intervention is often necessary; Brown’s 
ileostomy seems most feasible. LIleocolostomy and 
resection of the colon should be reserved for the 
more advanced cases. J. Pickett, M.D. 


Brown, P. W.: Duodenal Enzymes in Chronic UI- 
cerative Colitis. Med. Clin. N. Am., 1923, vii, 97. 


In a study undertaken to determine whether the 
duodenal enzymes are a factor in the etiology of 
ulceration of the colon, the McClure, Wetmore, and 
Reynolds method of determining enzymatic activ- 
ity was used. It was found that the activity is 
high in chronic ulcerative colitis, and its degree 
seemed to bear a relationship to the activity of 
the disease. In one case in which an ileostomy was 
done the enzymatic activity of the discharge from 
the ileostomy wound was as powerful as that of the 
duodenal contents. This enzymatic activity ex- 
plains the digestion of the skin around ileostomy 
wounds and may be the factor causing ulceration of 
the colon if a decrease in the resistive power of the 
wall of the large intestine is assumed. 

P. W. Brown, M.D. 


Kolodny, A.: The Fat Reactions in Appendicitis 
and Cholecystitis. J. Jowa State M. Soc., 1923, 
xili, 346. 

For some time pathologists have noted an accumu- 
lation of fat in the walls of chronically inflamed gall- 
bladders and appendices. 

In the appendix the fat is found deposited in the 
submucosa and is present in largest amount in the 
distal part where inflammation is most frequent and 
severe. Associated with these intramural deposits 
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of fat is an extramural reaction consisting of an 
increase of fat in the mesentery. 
In all cases of cholecystitis, accumulations of fat 


- were found in the subserous layer of the gall-bladder, 


this accounting for the characteristic yellow color. 
These deposits, like those in the appendix, do not 
depend upon the patient’s state of nutrition and do 
not disappear in starvation. 

In gastric and duodenal ulcer and chronic gastritis, 
deposits of fat were found in the subserous layers 
of the stomach and duodenum in 40 per cent of the 
cases. In cases of salpingitis no such deposits were 
discovered. 

This difference between the organs of the digestive 
tract and the fallopian tubes may be explained by 
the difference in the composition of the blood plasma 
circulating in their walls, i.e., by the high fat content 
of the blood of the portal system. 

The prominent difference in fat deposits between 
the gall-bladder and appendix on the one hand and 
the stomach and duodenum on the other is explained 
by the weak peristalsis common to the appendix 
and gall-bladder which leads to congestion and re- 
sults in the deposition of fat from the blood of the 
portal vein system. 

There is little evidence to prove that these fatty 
deposits are a compensatory function or an attempt 
by the body to protect the surrounding organs from 
threatened perforation. As lipoids readily absorb 
toxins, the more reasonable explanation appears to 
be that they accumulate in an organ to protect the 
cells of that organ from toxic injury. The correct 
explanation will probably be found only when the 
physiology and chemistry of the lipoids become 
better understood. Cyrizt J. Graspet, M.D. 


Macdonald, C.: Acute Sigmoiditis: Perforation 
and General Peritonitis Following Rectal In- 
jection. Med. J. Australia, 1923, ii, 10. 


The patient whose case is reported had had ob- 
stinate constipation for years. Two days after 
eating a very heavy meal he was sized with severe 
abdominal pain, diarrhoea, and tenesmus. The stools 
contained no mucus or visible blood and there was 
no evidence of peritoneal irritation. The admin- 
istration of bismuth and opium was followed by 
improvement, but two days later the symptoms 
became more severe and the stools showed gross 
blood. Without orders from a physician, he was 
given a rectal injection of soap and water. The 
patient stated that during this procedure he heard 
“a click as if something had burst.’”’ The symp- 
toms of generalized peritonitis followed almost im- 
mediately. 

At operation a few hours later the descending and 
the pelvic colon were greatly thickened and cedema- 
tous, and a pinhole perforation was discovered at 
about the middle of the sigmoid. The peritoneal 
cavity was filled with intestinal contents. There 
was no evidence of malignancy or constriction. The 
patient died twelve hours later. 

Cart D. Newnorp, M.D. 
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Hayem, M.I.: A Modification of Lambret’s Colos- 
tomy (Modification au procédé d’anus iliaque de 
Lambret). Bull. et mém. Soc. de chir. de Par., 1923, 
xlix, 414 


In Lambret’s method of performing a colostomy 
the inguinal incision to mobilize and divide the 
pelvic colon is made below the pedicle of the flap. 
Consequently the blood supply of the pedicle is in- 
sufficient to resist the inevitable infection from the 
open intestine. 

For a satisfactorily functioning artificial anus the 
flap must remain supple and well nourished. There- 
fore in Imbert’s modification of Lambret’s method 
the pedicle of the flap is internal and below. The 
inguinal incision through which the intestine is 
mobilized and divided serves as one side of the flap 
and hence will not cause anemia of the pedicle. 

The operative technique consists in the mobiliza- 
tion and aseptic division of the pelvic colon through 
a 10-cm. iliac incision parallel with the inguinal fold. 
The lower gut stump is abandoned. The blood 
supply of the upper stump is mobilized for an extent 
of from 12 to15 cm. A quadrilateral flap of skin and 
subcutaneous tissue with sides measuring 15 and 
12 cm. respectively is cut by extending the first in- 
cision outward 5 to 7 cm., then a short distance 
perpendicularly upward, and finally inward for 12 
cm. parallel with, and above, the first incision. 
Thus the pedicle is on the inner side below. With 
the index finger inserted in the abdomen an orifice 
is prepared corresponding to the center of the hinge, 
but 2 cm. outside and at this point. The upper end of 
the colon is exteriorized. The first abdominal incision 
is sutured by layers. The seromuscular coats of the 
intestine are transfixed at several points to prevent 
retraction of the bowel. The skin opening, which 
is reduced to a lozenge shape with the long axis 
vertical, is sutured transversely, and the crown of the 
exteriorized intestine is attached at several points 
to the edge of the skin sheath. The opening is 
closed by pressing the intestine against the plane 
of the abdominal wall by means of a bandage 
around the waist. 

The author has employed this procedure very 
successfully in two cases. 

Watter C. Burket, M.D. 


Widowitz, P.: The Treatment of Rectal Prolapse 
in Children by the Prone Position (Die Behand- 
lung des Mastdarmvorfalles der Kinder mittels 
passiver Bauchlage). Muenchen. med. Wchnschr., 
1923, 1xx, 390. 

The pelvic floor in infants shows an ontogenetic 
weakness on account of the absence of the sacral 
excavation and the fact that the forward rotation of 
the pelvis has not yet taken place. It is adapted to 
the static functions of the quadriped but not to the 
functions of the primate which carries the entire 
weight of the intestines in the erect position. In the 
presence of pathologic conditions it may be even 
less developed. Therefore in cases of rectal prolapse 
it is advisable, after reposition of the prolapsed bowel 


and the application of a spica, to keep the infant as 
much as possible in the prone position, the posi- 
tion normally assumed by the young of quadripeds. 
After from two to three weeks healing will be suf- 
ficiently far advanced for the gradual resumption of 
the supine position. BRUNNER (Z). 


Buie, L. A.: The Importance of Protoscopic Exami- 
nation. Med.Clin. N. Am., 1923, vii, 113. 


Patients with rectal diseases often present them- 
selves early and are treated without diagnostic ex- 
amination, the condition thereby being permitted 
to become advanced before its nature is determined. 
Cancer of the rectum is frequently discovered dur- 
ing an operation for hemorrhoids. Examination 
of the rectum is not difficult, but proper use of the 
proctoscope requires experience. 

There are many types of proctoscopes. Each 
operator must select the instrument which he finds 
most suitable. At the Mayo Clinic a modification 
of the Beach proctoscope is used. Dry cells with a 
connected rheostat are best to supply the current 
for the light. An inflating attachment, which is 
necessary in certain cases, should be employed as 
infrequently as possible, and then with great care. 
The Hirschman anascope is invaluable for the ex- 
amination of the lower rectum and anus. Local 
anesthesia is seldom, if ever, necessary. General 
anesthesia should never be used. 

The evening before the examination no supper 
should be allowed, and 2 oz. of castor oil should be 
administered. The morning of the examination the 
patient may have a light breakfast, and a cleansing 
enema should be given until the water comes clear. 

The knee-chest position is satisfactory for most 
work, or the Sims position if the patient is weak. 
The Haynes proctoscopic table places the patient 
in an ideal position. A digital examination should 
always precede proctoscopy and should be done care- 
fully with the finger-cot lubricated with a non- 
irritating substance. The relative position of the 
anus and the rectum and the curves of the rectum 
and the sigmoid should be kept in mind. The proc- 
toscope is passed through the anus first and the 
obturator then withdrawn. The remainder of the 
examination is carried out under direct observation. 

Care must be taken not to make undue pressure 
against the mucous membrane at any time. Posteri- 
orly, the metallic edge of the proctoscope may 
strike the mucous membrane against the sacrum and 
cut through it. Anteriorly, pressure produces a pull 
on the mesosigmoid which causes cramping; the 
patient is then unable to avoid straining down, 
which makes further proctoscopy impossible. The 
proctoscope should be carefully directed through 
the lumen of the bowel and the inflator should be 
used when it is impossible to proceed in this manner. 
Too great pressure should be avoided because of the 
possibility that the interference is due to the patho- 
logic condition rather than an anatomical irregularity. 

While it may not be feasible for the general prac- 
titioner or general surgeon to become thoroughly 
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versed in the appearance of all rectal lesions, the 
appearance of the normal mucous membrane can 
easily be learned and enough can be made out on 
proctoscopic examination to rule out a serious dis- 
ease situated above hemorrhoids about to be ope- 
rated on or to warrant referring the patient to a 
proctologist. L. A. Bute, M.D. 


Lefebvre, C.: The Surgical Physiology of the Large 
Intestine (Physiologie chirurgicale: gros intestin). 
Arch. franco-belges de chir., 1923, XxVi, 215. 


The surgical indications to be drawn from the 
physiology of the large intestine are as follows: 

1. Every effort should be made to preserve the 
function of the ileocecal valve. A caecosigmoidostomy 
is better than an ileosigmoidostomy. 

2. If resection is necessary, anastomosis will be 
advantageously effected by creating an artificial 
valve—for example, by Kellogg’s method. 

3. In operations upon the colon, the surgeon 
should bear in mind the utility of the proximal colon, 
which is a veritable stomach, and sacrifice it only 
if absolutely necessary. In cases of chronic intes- 
tinal stasis, a drainage anastomosis should be tried 
before colectomy is done. 

In the author’s opinion, a cx#cosigmoidostomy 
answers the requirements best as it preserves the 
ileocecal valve, drains the colon well, and preserves 
the digestive function of the proximal colon. Pre- 
servation of the distal colon is less important. 

W. A. BRENNAN. 


LIVER, GALL-BLADDER, PANCREAS, AND 


SPLEEN 


Higgins, C. C.: Observations upon the Phenol- 
tetrachlorphthalein Test for Liver Function. 
Ann. Clin. Med., 1923, ii, 30. 


The most satisfactory method of determining 
liver function is the phenoltetrachlorphthalein test 
as modified by McNeil. In this procedure a duodenal 
tube is introduced after a twelve-hour period of starva- 
tion. When the tube is in the duodenum, as evidenced 
bya steady outflow of bile-stained fluid at the rate of 
sixty to eighty drops per minute, a solution of 50 
mgm. of the dye in 5 c.cm. of sterile water is in- 
jected intravenously and the bile flow collected in 
bottles for two to three hours. The first appearance 
of the dye is indicated by a pink tinge when a few 
drops from the dripping tube are allowed to flow 
into 40 per cent sodium hydroxide. 

The time of the first appearance of the dye, of the 
maximum change of color, and of the disappearance 
of the dye are recorded. 

The liver functioning normally eliminates phenol- 
tetrachlorphthalein in from eighteen to twenty-two 
minutes; the maximum elimination is reached in 
approximately eighty minutes and the dye disap- 
pears in from one hundred and twenty to one hun- 
dred and forty minutes. 

In cases of cholecystitis, catarrhal jaundice, 
cholangitis, and chronic passive congestion of the 
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liver, the time of the appearance of the dye was be- 
tween thirty-five and forty minutes, while in cases 
of gall-duct obstruction it was between seventy and 
ninety minutes. These results show that when the 
liver and bile ducts are diseased and when circula- 
tory barriers are present there is definite inability to 
eliminate the dye normally, the diminution in the 
total output and the delay in the initial time of out- 
put running parallel with the destruction that has oc- 
curred in the liver. 

The beneficial effect of non-surgical drainage of 
the biliary tract is evident in most of these cases, 
especially those with stagnation. Such drainage is 
followed by an increase in the quantitative elimi- 
nation of the dye and its earlier initial appearance. 

Cyrit J. M.D. 


Specht, O.: Animal Experimentation on the In- 
fluence upon the Secretion of Bile of the 
Administration of Fluids, Preparations of In- 
ternal Secretory Glands, and Various Drugs 
(Tierexperimentelle Untersuchungen ueber die Be- 
einflussung der Gallenabsonderung durch Flues- 
sigkeitszufuhr, Praeparate innersekretorischer Drue- 
sen, sowie einzelne Medikamente). Beitr. z. klin. 
Chir., 1923, cxxviii, 249. 

Up to the present time research on this subject 
has been carried out only by physiologists and in- 
ternists and many of the reports on the influence of 
the administration of fluids are contradictory. With 
regard to the effect of the internal secretory prepara- 
tions the investigations have dealt only with ad- 
renalin and pituitary extract. Specht’s experiments 
were made on five dogs. A complete biliary fistula 
was established mainly according to Pawlow’s direc- 
tions but the choledochus was sutured to the skin 
to form a valve fistula. In most cases the gall- 
bladder was allowed to remain. The food given the 
animals during the period of experimentation con- 
sisted usually of potatoes and other vegetables and 
bread. Meat was never given unless for the express 
purpose of the experiment. Beyond the amount of 
water contained in their food, the animals received 
no fluids. 

The secretion of bile in the five dogs was about 
equal when similar food was given and even when 
there were marked variations in the amount of 
food. Only the feeding of meat caused an increase 
in the production of bile. An increase in the intake 
of fluids, whether milk or physiological salt solution 
given by mouth, subcutaneously, or intravenously, 
caused no greater flow of bile than following dry 
feeding. 

Under normal conditions the amount of bile se- 
creted at night was the same as that secreted by day. 
The amount secreted during different parts of the day 
varied little, and in this also there was no change 
following the administration of fluids. Similarly 
the specific gravity of the bile was practically con- 
stant, and in the same animal the amount of solid 
matter did not vary as the result of any of the experi- 
ments mentioned. Further, it was impossible to 
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establish any relationship between the sodium chlo- 
ride content of the bile and the amount of salt in 
the food, and the conclusion was unavoidable that 
the secretion of bile and excretion of urine are en- 
tirely independent of one another. 

With reference to preparations of the glands of 
internal secretion, the effects of thymoglandol, thy- 
reoglandol, extract of the anterior portion of the 
pituitary, hypophysin, neohormonal, adrenal tab- 
lets, adrenalin, and cholin were studied. Thymo- 
glandol caused an occasional slight increase in the 
bile, adrenalin a marked increase, and extract of 
the anterior portion of the pituitary a very distinct 
decrease. 

The other substances caused rather marked va- 
riations in the amount and concentration of the 
urine excreted, but showed no influence upon the bile 
secretion when the animals were given the same diet 
with or without the administration of fluids. 
MARWEDEL (Z). 


Judd, E. S., and Lyons, J. H.: The Mortality After 
Liver and Pancreas Operations. Ann. Surg., 1923, 
Ixxvili, 195. 

The authors report a series of operations performed 
on the liver, pancreas, and biliary passages at the 
Mayo Clinic during 1922. 

There were twenty-two operations for primary 
disease in the liver with one death. These cases in- 
cluded abscess, carcinoma, cirrhosis, cyst, prolapse, 
and infectious hepatitis. The one death in this group 
occurred after exploration in a case of carcinoma of 
the liver and was due to pneumonia. 

There were thirteen operations for unusual con- 
ditions of the gall-bladder and ducts, including one 
acute perforation of the cystic duct and one acute 
perforation of the gall-bladder. In both of these 
cases the operation was performed early and the 
patient recovered. There were two cases of carcinoma 
of the ampulla of Vater. In one, a preliminary 
cholecystostomy was performed and three months 
later, resection of the ampulla. The patient died 
of haemorrhage. The other patient with a carcinoma 
of the ampulla was a man aged 70 years. A chole- 
dochostomy was performed and the tube left in. The 
patient has remained well for more than seven 
months. There were nine cases of carcinoma of the 
gall-bladder; in seven, explorations were performed 
with no deaths, and in two a cholecystectomy was 
done with one death. 

Cholecystectomy was performed forth-five times 
for acute cholecystitis, without a death, and chole- 
cystostomy twenty-two times with one death. The 
patient who died had been ill for many weeks and 
it was thought best to establish drainage only and 
to remove the gall-bladder and examine the ducts 
later if there was any further trouble. Death 
occurred on the fifty-second day, and at autopsy 
infection of the liver and a common duct stone were 
found. 

There were 890 cholecystectomies for chronic 
cholecystitis with and without stones, with eleven 
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deaths. Five deaths were due to peritonitis, three to 
pneumonia, two to pulmonary embolism, and one 
to dilatation of the stomach. 

In ten cases, cholecystectomy, gastro-enterostomy 
and appendectomy were performed at the same time. 
One of the patients died of peritonitis. In twelve 
cases, cholecystectomy and repair of a ventral! her- 
nia were performed at the same time; one patient 
died of peritonitis. These two groups illustrate the 
danger of doing too much at one operation. 

The common duct was opened in 150 cases, with 
four deaths, two due to liver insufficiency, one to 
peritonitis, and one to pneumonia. It is noteworthy 
that in these 150 cases there were no deaths from 
hemorrhage in spite of the fact that many of the 
patients were deeply jaundiced at the time they 
were operated upon. These patients were carefully 
prepared before operation. 

In twelve hepatico-duodenostomies there were 
three deaths, one from shock, one from hemorrhage, 
and one from hepatic insufficiency. These opera- 
tions are extremely difficult and frequently must be 
— upon patients who are poor surgical 
risks. 

In twenty-four cases operated on for pancre- 
atic disease, including ten cases of carcinoma and 
eight of cysts, there were two deaths. In one case 
of carcinoma of the pancreas a_ cholecystoduo- 
denostomy was performed and the patient died from 
pneumonia. The other death occurred in a case of 
acute hemorrhagic pancreatitis in which a simple 
exploration had been performed. 

A. J. M.D. 


Rohde, C.: The Influence of Cholelithiasis upon 
the Digestive Tract (Beitraege zu den Wechsel- 
wirkungen zwischen Cholelithiasis und Verdauungs- 
apparat). Klin. Wehnschr., 1923, ii, 631. 

Two hundred carefully observed cases of chole- 
lithiasis, which were controlled through operation, 
showed that there are no roentgen-ray findings in 
gastric or duodenal ulcers which may not be imi- 
tated by cholelithiasis. Changes in the position and 
shape of the stomach and duodenum in 8o per cent 
and disturbances of motility in 28 per cent were 
caused by pericholecystic processes. In the gall- 
stone attacks there was hypermotility of the stomach 
arising reflexly in the biliary tract and accompanied 
by a sharply defined peristaltic retraction which 
ceased as soon as the spasm-producing organ was 
removed by cholecystectomy. The secretory function 
of the stomach was diminished or failed in 75 per 
cent of the cases, and these disturbances occurred 
largely (85 per cent) in occlusion of the cystic «uct 
or shrinkage of the bladder; they were somewhat 
less frequent (69 per cent) when the bladder was 
large and the pylorus patent. 

In marked agreement with these results was the 
fact that removal of the gall-bladder in 87 per cent 
of the cases resulted in a hypo-acidity if not a 
hydrochloric-acid deficiency. Therefore this anomaly 
of secretion must be looked upon as the result of 
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the actual or functional removal of the gall-bladder 
as a reservoir. The constantly increased amounts 
of bile fats and bile alkalies in the intestine re- 
flexly diminish the gastric secretion. The frequency 
with which inflammations of the gall-bladder involve 
the stomach and duodenum is dependent upon the 
common nerve supply and upon the intimate con- 
tact of these parts which is increased by adhesions 
formed in the course of gall-stone disease. 
Tromp (Z). 


Dangschat, E.: The Effect of Cholelithiasis and 
Cholecystectomy on the Secretory Function 
of the Stomach and Duodenum (Der Einfluss 
der Cholelithiasis und der Cholecystektomie auf 
die sekretorische Funktion des Magens und Duo- 
denums). Beitr. z. klin. Chir., 1923, cxxviii, 605. 


In about two-thirds of the cases of cholelithiasis 
and cases treated by cholecystectomy there is a de- 
crease or failure of the free hydrochloric acid. In a 
small percentage, however, there is hyperacidity. 
The author has observed these disturbances in the 
acid secretion of the stomach no more frequently in 
cases with occlusion of the cystic duct than in those 
in which the cystic duct was patent. Nevertheless, 
he agrees with Hohlweg and Schmidt that the chief 
cause of hypofunction of the gastric secretion is the 
functional or operative exclusion of the gall-bladder. 
However, the fact that normal or even increased 
hydrochloric acid values are found in one-third of 
the cases in spite of functional failure or removal of 
the gall-bladder indicates that other factors also 
play a part. Comparative studies on the same pa- 
tient before and after the removal of the gall- 
bladder show that as a rule the pre-operative acidity 
values persist after the operation, and that when 
achylia develops the lesions are usually irrepara- 
ble. A change in the acidity is uncommon. The 
observation that in a very small number of cases 
there may be a change from anacidity to normal 
hydrochloric values indicates that sometimes infec- 
tion may be responsible for the occurrence of achylia 
in cholelithiasis. 

According to Rovsing’s theory, which attributes 
particular importance to the sphincter papilla, the 
sphincter remains continent and there is a com- 
pensatory widening of the biliary passages in the 
presence of normal hydrochloric values, but in 
the presence of achylia there is incontinence of the 
sphincter and the biliary passages are of normal size. 
In the author’s opinion this theory is incorrect as 
in the cases reviewed it was impossible to establish 
any law governing the width of the biliary passages 
on the basis of the acidity. In animal experiments an 
achylia can be produced artificially by the removal of 
the normal gall-bladder. As studies in clinical cases of 
cholelithiasis and the findings of animal experiments 
indicate that the functional or operative exclusion 
of the gall-bladder is of chief importance in this 
anomaly of secretion, it is possible that cholecystec- 
tomy might have a favorable effect upon hyper- 
chlorhydria and its sequela. CreITE (Z). 
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Papin, F.: Pyloric and Duodenal Stenoses Due to 
Gall-Stones and Their Surgical Treatment 
(Les sténoses pyloro-duodénales dues a la lithiase 
biliaire et leur traitement chirurgical). J. de méd. 
de Bordeaux, 1923, XCV, 75. 


The author reports three cases of high intestinal 
obstruction due to large gall-stones. This condition 
may result from the passage of the stones into the 
lumen of the duodenum, compression of the pylorus 
by a non-adherent gall-bladder containing stones, 
inflammatory adhesions about the gall-bladder and 
duodenum, or pressure from hypertrophy of the 
head of the pancreas. 

The surgical treatment of such cases is gastro- 
enterostomy alone, cholecystectomy alone, or the 
two procedures combined. Loyat E. Davis, M.D. 


Papin, F.: Cholecystectomy for Lithiasis; Trans- 
verse Section of Three-Fourths of the Circum- 
ference of the Common Duct; Suture; Cure 
(Cholécystectomie pour lithiase; section transver- 
sale des trois quarts du cholédoque; suture; guéri- 
son). Bull. et mém. Soc. de chir. de Par., 1923, xlix, 
332. 

During a very difficult operation for cholelithiasis 
Papin accidentally cut the common duct trans- 
versely for three-fourths of its circumference. Im- 
mediate suture was successful, and the patient re- 
covered without severe complications. 

In the discussion of this report Gosset emphasized 
the fact that stones of the common duct often escape 
detection clinically as they may not produce any 
typical signs, and that therefore in all operations 
for cholelithiasis a methodical examination of the 
bile ducts should be made. He recommended ex- 
posure of the cystic, hepatic, and common ducts 
preceding cholecystectomy to prevent their acci- 
dental injury. In a few uncomplicated cases he did 
a complete suture of the common duct but later 
returned to drainage. 

Hartmann stated that dilatation of the common 
duct does not always indicate a stone as it may be 
produced when the gall-bladder is not functioning 
as a reservoir. RupoipH Marx, M.D. 


Gramén, K.: Subsequent Examination of Pa- 
tients Operated upon for Gall-Stones in the 
Serafim Hospital in the Period from 1891 to 
1912 (Nachuntersuchung der von 1891-1912 im 
Serafimerlazarett operierten Gallensteinkranken). 
Hygiea, Stockholm, 1923, Ixxxv, 356. 


During the period from 1891 to 1912 there were 
334 operations on 313 patients. The mortality was 
15 per cent for the entire period and 1o per cent for 
the last five years. Recently it has been still further 
decreased by better judging of the indications. 

The patients were re-examined twice, in 1913 and 
1922. One hundred and ninety-seven reports were 
received in 1913, and 121 in 1922. In 1913, twenty- 
two of the patients were dead, and in 1922, twenty- 
three more. The patient’s condition was good in 
68 per cent of the cases, fair in 22 per cent, and poor 
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in ro percent. The results of cholecystectomy were 
considerably better than those of cholecystostomy. 
In six of eight cases in which cholecystostomy gave 
a poor result a cholecystectomy performed later was 
successful. Ventral hernia occurred in 13 per cent 
of the cases, being caused possibly by the wide 
tampons used formerly. Port (Z). 


Seitz, E.: The Care of the Stump After Cholecys- 
tectomy (Zur Frage der Stumpfversorgung nach 
der Cholecystektomie). Zentralbl. f. Chir., 1923, 1, 
713- 

In performing a cholecystectomy the author severs 
the serosa by a median incision and enucleates the 
gall-bladder on both sides. In the hollow between 
the liver and serosa formed by the suturing of the 
flaps of serosa he inserts an extraperitoneal drain 
down to the stump of the cystic duct. He does 
not claim priority in describing this procedure but 
calls attention to it because it is not generally used 
although very practical. 

The median incision of the serosa is made in 
Bier’s clinic in all cases in which the serosa is detacha- 
ble, but as a rule no drainage is used. Generally 
the peritoneal sac is open at the bottom. The 
stump of the cystic duct is usually retracted from 
the funnel-shaped sac on account of the scantiness 
of the serosa in this area. Any flow of bile which 
does not reach the exterior will become encapsulated 
and resorbed if it is small. The feared adhesions 


are caused by infection and gauze tampons. In the 
author’s opinion there is no such thing as an “‘ideal” 
Hintze (Z). 


cholecystectomy. 


Simon, L., and Schlegel, A.: The End-Results of 
236 Cholecystectomies and Eighty-Two Chole- 
dochotomies from the Standpoint of Postopera- 
tive Complaints (Endergebnis von 236 Chole- 
cystektomien und 82 Choledochotomien, ein Beitrag 
zur Frage der postoperativen Beschwerden). Beitr. 
z. klin. Chir., 1923, Cxxviii, 625. 


Of 223 patients subjected to cholecystectomy, the 
authors were able to re-examine 140. Forty-six of 
the latter had had a choledochotomy in addition. 
One hundred and twenty-four (88.6 per cent) are 
entirely well, and sixteen (11.4 per cent) have more 
or less discomfort. Of the latter, five were subjected 
to simple cholecystectomy and eleven to chole- 
dochotomy with drainage. The persisting complaints 
are not dependent upon changes in the gastric juice. 
Some of them are due to gas colic. There are no 
indications of pancreatic disease although in twelve 
patients (eleven of whom survived) inflammation of 
the pancreas was found at operation. 

When the pancreas was affected a choledochos- 
tomy was performed, even in the absence of stones 
or inflammation of the common duct. In four cases 
the epigastric complaint is evidently due to a pan- 
creatic condition as the stools show a high fat 
content and the diastase test is positive. In two 
cases the complaints are due to adhesions. Rupture 
of the scar occurred in eleven cases (seven median, 
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three undulating, and one pararectal incision), but 
only one of the patients complains of discomfort, 
In two cases the recurrent complaints are to be attrib- 
uted to overlooked calculi. As discomfort followed 
simple cholecystectomy in only 5.7 per cent of the 
cases, but persisted after choledochotomy in 23.9 
per cent, the authors have recently sutured the 
choledochus. In twenty-two cases so treated there 
was no further complaint. If choledochus suture 
is impossible, choledochoduodenostomy should be 
considered. FRANGENHEIM (Z). 


Crile, G. W.: Special Points in Gall-Bladder Sur- 
gery. Ann. Surg., 1923, lxxviii, 192. 

This article is based upon the experience of Crile 
and his associates in 1,235 operations on the gall- 
bladder. Their percentage of correct pre-operative 
diagnoses increased in direct relation to the amount 
of study devoted to the case by the roentgenologist. 
In Crile’s opinion it is doubtful whether very much 
diagnostic significance can be attached to the Lyon 
test. 

Cholecystectomy yielded a higher percentage of 
postoperative symptom-free results than cholecys- 
tostomy. Since 1917, 84 per cent of the gall-blad- 
der operations have been cholecystectomies and 16 
per cent cholecystostomies. This corresponds ap- 
proximately to the figures of the Mayo Clinic. 

Cholecystostomy bears a lower mortality and is 
the operation of choice for poor surgical risks. 
Morphine is contra-indicated in these cases because 
of its specific depressing effect upon the liver. 

Crile still hesitates to close a cholecystectomy 
wound without drainage. He prefers a high Bevan 
incision for ample exposure, and adequate packing 
with gauze to protect the general peritoneal cavity. 

In the series of cases studied the mortality of 
cholecystectomy was 2.5 per cent and that of 
cholecystostomy 5.4 per cent. These figures make 
it appear that cholecystectomy is the safer opera- 
tion, but this is due to the fact that cholecystostomy 
was performed in the cases that were poor risks. 

The choice between cholecystectomy and chole- 
cystostomy should be based on the patient’s con- 
dition. Cyrit J. Guaspet, M.D. 


Lyon, B. B. V.: The Selection of Cases Which May 
Be Benefited by Intermittent or Continuous 
Medical Drainage of the Gall Tract, with a 
Brief Discussion of Methods. Internat. J. Surg., 
1923, XXXVi, 285. 

Five years ago Lyon first introduced his method 
for the more exact diagnosis of disease of the biliary 
tract. As is well known, it depends on the observa- 
tion of Meltzer that solutions of magnesium sulphate 
applied to the duodenal mucosa permit the dis- 
charge of bile into the duodenum by relaxing the 
tonicity of the duodenal wall and Oddi’s sphincter. 

Lyon found it possible to recover through the 
duodenal tube fractions of bile which differed in 
physical, chemical, and microscopic properties. 
These A, B, and C fractions of bile from the ducts, 
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the gall-bladder, and the liver can be segregated by 
careful technique and allow accurate deductions of 
diagnostic value. The procedure has been termed 
“non-surgical drainage” of the gall tract. 

In intermittent drainage the duodenal tube is 
passed and left im situ for from two to six hours and 
during this time two or three magnesium sulphate 
stimulations and one olive oil stimulation are given. 
As much bile as possible is recovered and the treat- 
ment is terminated by duodenal disinfection. 

In continuous drainage the tube is allowed to 
remain in the duodenum for from several days to 
three weeks, with one stimulation of magnesium 
sulphate and olive oil daily to secure evacuation of 
as much bile as possible each day. Intermittent 
drainage can be carried out in the office, the patient’s 
home, or the hospital. 

Non-surgical drainage is indicated in acute or 
subacute cholecystitis, cholecystodochitis, chronic 
cholecystitis, quiescent cholelithiasis, pre- or post- 
operative cholangitis, postoperative biliary fistula, 
empyema of the gall-bladder in which surgery is 
contra-indicated, biliary cirrhosis, pernicious ane- 
mia and chlorosis, hemolytic jaundice, various 
toxic types of hepatitis, etc. 

Continuous drainage is carried out best in the 
hospital or, if at the patient’s home, under the 
supervision of a trained nurse. It requires from 
two to four weeks. The author advocates it for the 
following conditions: catarrhal jaundice, arthritis 
due to a gall-bladder focus, cholecystitis in typhoid 
carriers, common. duct stone of the ball-valve type, 
cholangitis, etc. In many cases other etiological 
factors demand treatment at the same time. Prior 
to duodenal lavage, the mouth and respiratory tract 
must be disinfected. Some patients demand surgical 
relief after drainage has been carried out. 

Joun W. Nuzum, M.D. 


Sherren, J.: Stone in the Common and Hepatic 
Ducts. Lancet, 1923. ccv, 7. 


The presence of stones in the common or hepatic 
duct indicates the lack of proper and efficient treat- 
ment of previous gall-bladder disease, i.e., chole- 
cystectomy. No medical treatment is known as yet 
which will remove the cause or dissolve the gall- 
stones. Treatment is still too frequently given for 
gastric lesions when the symptoms are due entirely 
to cholelithiasis. The calculi form primarily in the 
gall-bladder, but in the presence of infection and bile 
stagnation may increase in size and number so as to 
form a solid chain plugging the common and hepatic 
ducts. It follows then that stones found in the com- 
mon duct have formed primarily in the gall sac or 
were overlooked at cholecystectomy. 

A pre-operative diagnosis of common-duct stone 
is possible only in the presence of typical attacks of 
colic associated with jaundice and a rise in the tem- 
perature. Jaundice is usually present at some time. 
In the author’s series of 113 cases jaundice occurred 
in seventy-eight, and in thirty-three it was present 
and severe at the time of operation. 
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Many stones may be present in the common duct 
without causing jaundice. In the majority of the 
author’s cases there was a history of abdominal 
symptoms for years. Most of the patients came to 
operation between the ages of 45 and 55 years. 

The treatment consists in the removal of the stones 
followed by cholecystectomy to prevent further 
stone formation. A shrunken gall-bladder and a 
dilated cystic or common duct with or without a 
history of jaundice strongly suggest the presence of 
common-duct calculi. In such cases the author 
explores the common and hepatic ducts with a probe 
inserted through the stump of the cystic duct. It is 
advisable to dilate the ampulla of Vater. In only 
two cases was it found necessary to open the duod- 
enum to remove an impacted calculus from the 
ampulla. When it is enlarged by incision, the stump 
of the cystic duct is closed with a continuous suture 
of No. oo hardened catgut. Drainage is advocated 
when an infectious cholangitis is present or prolonged 
manipulation is necessary. 

In five of the author’s cases in which death oc- 
curred following choledochotomy, overlooked calculi 
were found at autopsy. Cases presenting obstructive 
jaundice with cholangitis are poor risks. For these, 
Sherren advocates a two-stage operation, the first 
stage consisting in drainage of the distended gall- 
bladder or common duct, and the second in chole- 
cystectomy with removal of any calculi present in 
the ducts. In the 113 cases reviewed there were 
eleven deaths. Nine of these occurred in cases of 
obstructive jaundice. None of the jaundiced patients 
died of hemorrhage. Three deaths were due to 
lung complications and the remainder to hepatic 
insufficiency coming on between ten and eighteen 
days after operation. Joun W. Nuzum, M.D. 


Mayo, W. J.: The Surgery of the Hepatic and Com- 
mon Bile Ducts. Lancet, 1923, cciv, 1299. 


The common duct is discussed as a whole, from 
the point where the hepatic duct emerges from the 
liver to the duodenal papilla, because the pathologic 
processes with which the surgeon is concerned in 
this special field must be treated as a whole. 

In the period from December 31, 1890, to Decem- 
ber 34, 1922, there were 15,587 operations performed 
on the biliary tract for all conditions, acute, chronic, 
and malignant, by the eleven surgeons on the general 
staff of the Mayo Clinic, with an average mortality 
of 2.9 per cent. Of these operations, 1,920 were 
performed on the hepatic and common ducts with an 
average mortality of 7.8 per cent. In the ten years 
from 1910 to 1920 the average mortality of opera- 
tions on the great bile duct was 6.8 per cent. In 
1921 the mortality of operations on the common and 
hepatic ducts was 5.6 per cent, in 1922 it had dropped 
to 2.9 per cent, and in 1922, in 936 cholecystectomies, 
it was 1.13 per cent. 

All patients dying in the hospital following opera- 
tion were classified without regard to the length of 
time thereafter or the immediate cause of death, 
as having died from the operation. While it may 
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seem somewhat severe to classify as operative deaths 
those of patients who, when operated on, had chronic 
nephritis, hepatic insufficiency from biliary cir- 
rhosis, and secondary cardiorenal disturbance, the 
result of months of cholemia and duct infection, 
and those of patients who died in the hospital some 
weeks after the operation from a cause not con- 
nected with it, it is difficult to secure comparable 
statistics from different hospitals without an ar- 
bitrary standard of classification. Perhaps, too, 
there is a certain stimulation in holding to a high 
standard of responsibility. 

A satisfactory improvement, so far as mortality 
is concerned, is manifested by these data. Improve- 
ment has been greater than would be apparent from 
a study of mortality alone, because of constantly 
increasing knowledge and improvement in technique. 
Because of a better understanding of the conditions, 
more and more severe cases have been accepted for 
operation and operations have been carried out 
successfully which, in earlier days, were not at- 
tempted. 

Certain fundamental principles which greatly af- 
fect the welfare of surgical patients must be eval- 
uated. They concern: (1) the mortality from the 
operation, (2) the benefit from the operation, and 
(3) the disability following the operation. 

The pride of the operator and his statistical skill 
in honestly juggling percentages make most aston- 
ishing apparent differences in statistics which are 
nearly identical. For instance, the early transfer- 
ence of the dangerously il! patient to the medical 
side of the hospital because of a medica! complication 
is helpful from the standpoint of surgical statistics. 
If operations, rather than cases, are counted, and a 
number of operations are performed on the same 
patient, a small series of cases may make a large 
series of operations. Mortality estimated by cases 
is high, but estimated by the number of operations, 
is low, although the number of deaths would be the 
same. Again, a slight operation which does not cure 
will be a test in an unfavorable case. If the patient 
does not react well, the curative procedure with the 
major operative risk may not, for many reasons, 
be undertaken and consequently the patient is not 
given the chance for cure which a primary radical 
operation would offer. 

We study surgical tragedies and endeavor in 
every way to hold operative mortality at the 


lowest point, but the mere fact that a patient re-— 


covers from an operation is not in itself sufficient. 
If he does not receive sufficient benefit to warrant 
the risk to life, the pain and suffering from the opera- 
tion itself, the expense, and the loss of time, he has 
just cause for dissatisfaction. On the other hand, 
if a more radical operation would have resulted in 
correspondingly greater benefit, an increase in the 
primary risk might have been justified. 

The question of postoperative disability is im- 
portant. A surgical procedure should be planned so 
that the patient will receive the greatest possible 
benefit with the least possible risk and loss of time. 
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Today industry is on a full-time basis and every 
day that the patient is unnecessarily disabled is an 
economic loss. To perform several operations when 
one would suffice and thus deduce an apparent 
but not a true reduction in the mortality, to use a 
type of incision not strictly indicated for the work 
at hand, or to use unnecessary drainage which will 
confine the patient to bed longer or leave him with 
a greater liability to hernia, is unjust. This economic 
loss is illustrated by a comparison at ten-year in- 
tervals of the hospital morbidity following opera- 
tions on the biliary tract. The methods in use today 
as compared with those used ten years ago save for 
each patient operated on in the Clinic ten days of 
hospital time or thirty-six years of the lifetime of one 
person. 

The incision used in the majority of operations 
on the biliary passages has been the incision intro- 
duced by Bevan in 1808, slightly modified. Me- 
Arthur’s recommendation to leave the posterior 
aponeurosis, the peritoneum, and the nerves in the 
lower third of the incision undivided is followed 
because the posterior aponeurosis, peritoneum, and 
nerves are sufficiently mobile to be drawn down readi- 
ly by a retractor. 

Secondary operations on the common duct for the 
removal of stones may be most difficult, especially 
if the gall-bladder was removed at the first operation, 
if dense adhesions bind the area in a confused mat, 
and if a state of hepatitis or biliary cirrhosis makes 
the liver bleed at a touch. 

The importance of removing all stones from the 
common duct cannot be overestimated. In nearly 
one-third of the Clinic cases in which death followed 
operation on the common duct for stone, the post- 
mortem examination revealed that not all of the 
stones had been removed. Since postmortem ex- 
aminations are made on more than go per cent of 
patients who die in the hospital, this checking up 
has been of very great importance in adding to 
knowledge, although often most humiliating to the 
surgeon. Perhaps some of the stones which are 
supposed to have re-formed in the common duct are 
left-overs. 

Next to gall-stones in the hepatic and common 
ducts, operative injuries during cholecystectomy 
are the most common cause for operations on the 
common duct. The most serious and difficult opera- 
tions are those which have for their purpose the res- 
toration of a totally interrupted biliary connection 
between the liver and the intestinal tract. When in- 
jury of the common or hepatic duct has been recog- 
nized at the time, the injured duct has been succes- 
fully repaired in every instance. From the stand- 
point of ultimate results a study of the operative 
methods employed in these cases indicates that in 
any case in which a portion of the duct was acci- 
dentally removed and the injury was not discovered 
and repaired at the time, thus necessitating secon- 
dary reconstruction, direct union between the stump 
of the hepatic duct and the duodenum is the best 
operation 


Of the causes of death after operation, hamor- 
rhage, hepatic and renal insufficiency, and infec- 
tions of the bile ducts are the most common. These 
conditions are directly related to the existing chronic 
obstructive jaundice, hepatitis, biliary cirrhosis, de- 
hydration, and chronic undernourishment. In a 
review of the postmortem records for a five-year 
period of patients who died following operation on 
the biliary tract, Walters found that in 58 per cent 
of the cases with jaundice in which death occurred 
within the first week after operation there was more 
or less blood in the abdominal cavity, usually the 
result of oozing from slight injuries to the liver. Of 
itself, the haemorrhage was not sufficient to cause 
death, but was a contributing factor. In the cases of 
jaundiced patients in poor condition, unless there is a 
definite indication, cholecystectomy is not added to 
the risk of the operation on the common bile duct 
because of the danger of injury to the liver which adds 
to the possibility of slow postoperative oozing. 

As these patients are dehydrated and usually un- 
able to take much nourishment, an attempt is made 
before operation to introduce a quantity of water 
into the system to aid renal elimination. Asa rule 
it is difficult to accomplish this by mouth; it is best 
done by proctoclysis or subcutaneously. 

A third factor of importance in these cases is 
hepatic insufficiency, which runs parallel with renal 
insufficiency. In the presence of hepatic insufficiency 
the blood sugar may appear to be at the normal 
level when it is not truly so, because of the con- 
centrated state of the blood from dehydration. 
Therefore, in the presence of hepatic insufficiency, 
5 per cent glucose in plain water is given by rectum 
or 3 per cent in sodium chloride solution is given 
subcutaneously. 

In checking the hemorrhage, calcium chloride 
given intravenously has proved effective, and in 
certain cases blood transfusion is a remedy of re- 
markable efficiency. Failure of normal blood clotting 
in the jaundiced patient is a specific indication of 
deprivation of blood calcium. It remained for Lee 
and Vincent to give calcium in a 10 per cent aqueous 
solution intravenously, with striking results. When 
the administration of calcium fails to reduce the 
clotting time to normal, blood transfusion will usu- 
ally cause a temporary reduction sufficient for opera- 
tion. 

The careful pre-operative management of jaun- 
diced patients has greatly reduced the mortality of 
operations. In two years not a single patient in the 
Clinic so prepared has bled following operation. 
During 1922 there were only four deaths (2.6 per 
cent) in 150 operations on the common duct for 
stone, infections, explorations, etc. 


Moynihan, B.: Secondary Operations upon the 
Biliary System. Lancet, 1923, ccv, 4. 

Moynihan states that approximately 20 per cent 
of the patients with cholelithiasis upon whom he 
operates have had previous operations for gall- 
stones. He believes that the majority of gall-stones 
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are formed primarily in the gall-bladder. The chief 
factors in stone formation are infection of the bile 
passages and an increased cholesterol content of 
the blood. Infection may reach the gall sac from the 
blood stream, from the liver bile, from the lymphatic 
plexuses of the appendix, pancreas, etc., from the 
common duct through the duodenum, or from ad- 
jacent viscera. In uncomplicated cases of chole- 
lithiasis the cholesterol content of the blood tends 
to be high. Sixty per cent of Moynihan’s patients 
have hypercholesterolemia. Secondary operations 
on the bile tract are necessitated most commonly by 
stones overlooked at the first operation. Moynihan 
inserts the first and second finger of the left hand 
through the foramen of Winslow and carefully pal- 
pates the duct between the thumb and fingers along 
its entire course. 

Calculi in the ampulla of Vater are best treated 
by opening the duodenum and enlarging the ampulla, 
with or without suture of the duct edges to the duo- 
denal wall, to permit the passage of the stones in the 
bowel. Moynihan has made it a rule to drain all 
cases of multiple stones. In common-duct obstruc- 
tion due to stones there is cholangitis with, frequent- 
ly, multiple stones and sand in the hepatic ducts. 
In such cases a rubber catheter is passed through the 
ampulla into the bowel after the method of Mc- 
Arthur. This produces continuous dilatation and 
permits the administration of fluids. As much as 12 
to 15 pts. of a 5 to 15 per cent glucose solution plus 
sodium bicarbonate may be given by the drip 
method and will be well retained. The tube re- 
mains in the duct for from ten days to two weeks. 
It is often advantageous also to irrigate the hepatic 
duct with salt solution. * 

Another frequent cause of secondary biliary tract 
operations is primary injury to the common bile 
duct during cholecystectomy. The inviolable rule 
for gall-bladder surgery must be, ‘‘See exactly what 
you are doing, and unti! you see, do nothing.” 

Chronic pancreatitis may often lead to duct ob- 
struction necessitating cholecystenterostomy or 
cholecystectomy. 

Operations on deeply jaundiced patients must be 
preceded by adequate preparation. The two grave 
dangers are hepatic insufficiency and postoperative 
hemorrhage. Joun W. Nuzvum, M.D. 


Lilienthal, H.: Chronic Biliary Fistula; Implanta- 
tion of the Sinus into the Stomach. Ann. Surg., 
1923, lxxvii, 765. 

Lilienthal’s case was that of a woman on whom a 
cholecystostomy was done in 1917. For two years 
after this operation the patient was free from symp- 
toms but then began to have epigastric pain radi- 
ating to the back. While she was in the hospital for 
another condition, an acute attack of suppurative 
cholecystitis necessitated drainage. Later, numer- 
ous stones were removed from the common and the 
hepatic ducts. Probing into the duodenum was not 
entirely satisfactory, and as the patient’s condition 
was not very good, it was decided to terminate the 
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procedure. A closely fitting rubber tube was passed 
into the hepatic duct and fixed in place by a fine 
chromic catgut stitch. 

As bile continued to drain from the wound for 
over two months, even after removal of the tube, an 
operation to close the fistula was done. The fistulous 
opening was circumcised so thai a thin collar of skin 
was left, and the sinus was freed from adhesions. 
A gastrotomy was then performed about 2% in. 
from the pylorus anteriorly and about one-third of 
the way from the lesser to the greater curvature, and 
a straight needle carrying thick silk was plunged 
into the stomach through the greater curvature and 
brought out of the gastrotomy opening. The silk 
was fastened to the fistulous tract near the skin. 
The fistula with the sinus was drawn into the stom- 
ach by traction on the silk and fixed by four or 
five chromicized catgut sutures passed through the 
outer coats of the stomach. Further inversion of the 
anastomosis was then made and maintained by su- 
ture. The silk was extracted through its place of 
entrance. The wound was closed in two layers with 
rubber dam drainage. 

Bile appeared at the wound for a time but this 
leak was of short duration and the wound then 
healed promptly. There never was any icterus. 
The patient was greatly relieved, and two months 
after the operation was apparently well. 

Lilienthal believes that tubes in the common duct 
are apt to cause necrosis with scarring and lead to 
the formation of a persistent fistula. 

Crayton F. ANpREws, M.D. 


Glass, E.: Persistent Pain as a Characteristic Early 
Symptom in Acute Pancreatitis (Der Dauer- 
schmerz als charakteristisches Fruehsymptom bei 
Pancreatitis acuta). Deutsche Zischr. f. Chir., 1923, 
clxxvii, 123. 


In acute pancreatitis the symptoms of ileus, 
perforated gastric and duodenal ulcer, perforative 
appendicitis, peritonitis of the lesser pelvis, and 
mesenteric thrombosis are particularly apt to lead to 
a false diagnosis. This is explained by ihe fact 
that the main ganglia of the sympathetic nerve, which 
supplies all the abdominal viscera, are located in 
the immediate neighborhood of the pancreas and are 
irritated by the inflammation. The most important 
diagnostic sign is the presence of a sensitive trans- 
verse zone of resistance in the epigastrium (Koerte) 
and persistent colicky pain. 

The only form of treatment worthy of considera- 
tion is early operation for wide exposure of the 
pancreas without splitting of the capsule and special 
drainage of the lesser pelvis. BANGE (Z). 


Fisher, A. G. T.: Acute Hemorrhagic Pancreatitis: 
A Case Presenting Certain Unusual Features. 
Brit. J. Surg., 1923, xi, 179. 

The occurrence of more than one attack of acute 
hemorrhagic pancreatitis in the same patient is 
rare. The author reports a case in which a second 
attack occurred ten months after the first. 


On May 5, 1922, the patient was operated upon 
for acute hemorrhagic pancreatitis presenting the 
classical symptoms. Dark blood was found in the 
peritoneal cavity, particularly in the right kidney 
pouch. The lesser peritoneal sac also was full of 
blood. The pancreas was swollen and dark purple, 
and the body of the gland contained extravasated 
blood. The omentum showed fat necrosis. 

On March 6, 1923, the patient was again admitted 
to the hospital complaining of sharp and stabbing 
pain in the epigastrium which was continuous but 
fluctuated. The skin was cold and clammy, the 
pulse rapid and of poor volume, and the temperature 
subnormal. Striking features were a peculiar leaden 
color of the skin and a definite cyanotic tinge of the 
lips and face. The abdomen was generally distended, 
but the distention was most marked above the 
umbilicus. Examination of the chest revealed dull- 
ness of both lung bases and moist crepitations. 

On section, the abdominal cavity was full of blood, 
but no obvious areas of fat necrosis could be seen. 
The large and small bowels were congested, and 
there was paralytic distention. The mesentery at 
its root and the lesser sac of the peritoneum were 
distended with blood clot. The pancreas was greatly 
enlarged by hemorrhage. In the peritoneum of the 
posterior wall of the lesser sac was a ragged opening. 
The introduction of the forefinger into this opening 
was followed by a gush of blood. Drainage of the 
pancreas and lesser sac was followed by recovery. 

Howarp A. McKnicur, M.D. 


Petraschewskaja, G. F.: Chronic Pancreatitis (Zur 
Frage der chronischen Pankreatitis) Festschr. zu 
Prof. Netschajeff’s 50-jaehr. Dokt. Jubil., 1922, ii, 298. 


The author reports the cases of four patients who 
came to operation with severe icterus and colicky 
pains in the upper part of the abdomen. In two 
cases syphilis was probably the cause. In one, the 
condition was preceded by acute gastro-enteritis, 
and in another by dysentery. The content of 
diastatic ferment in the blood was markedly dimi- 
nished. All of the four cases were treated success- 
fully by cholecystogastrostomy. The author is 
decidedly in favor of this method of diverting the 
bile. Petrow (Z). 


Deaver, J. B.: A Clinical Study of Pancreatitis. 
Ann. Clin. Med., 1923, ii, 1. 


Deaver points out that little or no attempt is 
made to diagnose the common, milder lesions of the 
pancreas. The ability of the pancreas to carry on its 
work even in the presence of gross lesions renders 
diagnosis difficult until a very large portion of the 
gland has been destroyed or other organs have been 
invaded. 

Routine autopsy findings show that chronic pan- 
creatitis is not uncommon. In operations on the 
upper abdomen the head of the pancreas is ire- 
quently found definitely indurated. 

Because of the close relation of the pancreas to 
the biliary ducts and lymphatics and to the lym- 
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phatics of the other intra-abdominal organs, the 
question of pathogenesis is important. The symp- 
toms of pancreatitis are usually those associated with 
the bile passages. Functional tests are of value to 
obtain suggestive or confirmatory evidence. The 
diagnosis rests on the history and clinical signs. 
The most important preventive of chronic pan- 
creatitis is the early treatment of diseases of the 
upper abdomen. E. SHackteton, M.D. 


Bevan, A. D.: Pancreatic Cyst. Surg. Clin. N. Am., 
1923, iii, 887. 

A man 55 years of age who had had abdominal 
distress suggesting gastric ulcer for twenty-five 
years developed an abdominal tumor which com- 
pletely filled the space from the ensiform to below the 
umbilicus. His weight decreased by 50 lbs., and the 
tumor, which appeared cystic, continued to grow. 
No interference with pancreatic function was noted. 
The X-ray examination was negative. 

Under general anesthesia the abdomen was opened 
by a long midline incision. A large, thick-walled 
cyst of pancreatic origin was exposed. The stomach 
had been pushed up and the large bowel down. Two 
gallons of fluid were removed. As an attempt to 
take out the cyst was unsuccessful, it was partially 
packed with iodoform gauze and two rubber drains 
were inserted. The wound was closed to the drain 
and a thick layer of zinc-oxide ointment was spread 
over the skin to protect it from the pancreatic fluid. 

The patient subsequently gained 50 lbs. The 
tube was left in and the interior of the cyst irrigated 
with a weak tincture of idoine until it contracted. 
Then pure tincture of iodine was used every other 
day. Six months after the operation a small rubber 
tube was left in for drainage because it is better to 
drain too long than not long enough. The patient 
will be put on an anti-diabetic diet in the hope that 
this will hasten the closure of the cyst. 

Marcus H. Hopart, M.D. 


Lindemann, W. J.: Pancreatic Cysts (Ueber Pan- 
kreascysten). Nowy. Chir. Arch., 1922, li, 413. 

Pancreatic cysts are among the comparatively 
rare surgical conditions. Since the first case operated 
upon in the year 1862 by Le Denta, more than 300 
cases have been reported. On the basis of Koerte’s 
classification, the author differentiates (1) true cysts, 
including (a) retention cysts, (b) haemorrhagic 
cysts, and (c) proliferating neoplasms, cystadeno- 
mata, cystic epitheliomata, and (2) false cysts, con- 
sisting of encapsulated collections of fluid in the 
bursa omentalis or between the pancreas and the 
peritoneum. 

Etiologically, trauma is the chief factor to be 
considered. Trypsin is of great diagnostic signifi- 
cance, but the diagnosis is difficult. The treatment 
is solely surgical. The possibility of radical extirpa- 
tion is limited. As a rule, the cyst is opened and 
sutured to the abdominal wall. According to the 
latest statistics the mortality following the various 
operations is as follows: opening of the 'igated cyst, 


4 to 8 per cent; entire removal of the cyst, 18 to 21 
per cent; partial removal of the cyst, 44 to 55 percent. 

The author reports the case of a 53-year-old man 
who had had cardiac disease for the past seven- 
teen years, and for the past ten years had noticed 
enlargement of his abdomen. Two years before he 
consulted the author he sustained an injury in an 
automobile accident, which was followed by severe 
pain in the abdomen, weakness, loss of conscious- 
ness, the vomiting of fresh blood, and the appearance 
of blood in the stools. Later a large tumor developed 
in the abdomen with fever. Recovery was slow. 

Upon the patient’s entrance into the hospital he 
was suffering with cardiac failure, stenosis and in- 
sufficiency of the mitral valve, and stenosis of the 
aortic valve. In the abdomen, particularly in the 
left lower quadrant, was a large, elastic, somewhat 
movable tumor extending beyond the midline. Be- 
fore operation this was considered to be either an 
echinococcus cyst of the liver or a cyst of the mesen- 
tery with possible involvement of the pancreas. 
Laparotomy showed it to be a large cyst in the head 
of the pancreas containing blood pigment and choles- 
terin crystals. A small portion of the cyst wall was 
removed and the cyst drained through the abdominal 
wall. Microscopic examination of the removed por- 
tion of the cyst wall showed fibrotic connective tissue 
with necrotic masses on the inner side. 

At the end of two months the patient was dis- 
charged with a fistula which secreted a foul-smelling 
fluid. One and a half years later his general condi- 
tion was good but the fistula was still present. 

This was a case of benign true pancreatic cyst 
complicated by hemorrhage. Scmaacu (Z). 


Scholz, T., and Pfeiffer, F.: Roentgenologic Di- 
agnosis of Carcinoma of the Tail of the Pan- 
creas. J. Am. M. Ass., 1923, Ixxxi, 275. 


The clinical picture in cases of carcinoma of the 
tail of the pancreas is so ill defined that a correct 
clinical diagnosis is made rarely, if ever. 

In the two cases reported by the authors the 
roentgen-ray findings were so characteristic of 
gastric malignancy that a definite diagnosis of 
carcinoma of the stomach appeared justified even 
though the clinical findings were not very typical 
of a gastric lesion. 

Roentgen-ray examination reveals a permanent, 
irregular outline defect in the middle portion of the 
greater curvature of the stomach, which is tender on 
deep pressure. Suchan outline defect, though usually 
characteristic of a neoplasm of the gastric wall, may 
sometimes be recognized as due to a carcinoma of 
the tail of the pancreas if the roentgen findings are 
interpreted with proper considerction of the clinical 
aspects of the case. The main differential diagnostic 
feature in such instances is an obvious lack of agree- 
ment between the roentgenological and clinical 
manifestations, the latter showing a striking lack of 
direct gastric symptoms. 

In the authors’ cases the only clinical symptoms 
were diarrhoea and an unexplained loss of weight. 
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The diagnosis was confirmed at operation. The 
classical symptoms of carcinoma did not develop 
until several months after the operation. 

Howarp A. McKnicur, M.D. 


Hitzrot, J. M.: Splenectomy in Hemorrhagic Pur- 
pura. Ann. Surg., 1923, |xxviii, 186. 

The haemorrhagic diatheses are classified into 
three groups: (1) the secondary purpuras which 
have a known etiology and occur in febrile diseases, 
blood diseases, peritonitis, etc.; (2) the anaphylactoid 
purpuras which have an unknown etiology and 
occur merely as a part of the reactive syndrome of 
some anaphylactic agent; and (3) idiopathic pur- 
puras which have an unknown etiology and include 
the various forms of the haemorrhagic diatheses 
which are primary. 

The characteristic features of idiopathic purpura 
are an increased bleeding time, absence of retraction 
of the blood clot, a marked decrease in the number 
of blood platelets, a normal clotting time, and a 
normal red and white cell count. 

Frank was the first to make the observation that 
cases of idiopathic purpura present a constant en- 
largement of the spleen, and to suggest that the 
disease is due to some agent which destroys the blood 
platelets, and that, because of its enlargement, the 
spleen has some relationship to this platelet destruc- 
tion. 

Kaznelson, in 1916, was the first to treat idiopathic 
purpura by splenectomy. After the operation the 
blood platelets rose to normal, the bleeding time 
diminished, and there was constant improvement. 
Since then, other cases have been reported in this 
country and in Europe. 

The author reports the case of a girl 8 years old 
who made a complete recovery following splenec- 
tomy when all other therapeutic measures had failed 
and her life was threatened by repeated hamor- 
rhages. 

He concludes that in idiopathic purpura the re- 
moval of the spleen has a definite effect which seems 
to be related in some way to the number of blood 
platelets and the change in the bleeding time. 

Cyrit J. GLAspet, M.D. 


MISCELLANEOUS 


Frik, K.: The Technique of Examination by Pneu- 
mgperitoneum (Zur Untersuchungstechnik des 
Pneumoperitoneum). Fortschr. a. d. Geb. d. Roent- 
genstrahlen, 1923, 561. 


Frik observed a case in which pneumoperitoneum 
was followed by emphysema of the neck involving 
the deeper layers between the muscles. He explains 
this by assuming that, as the result of injury to the 
peritoneum, the air was forced upward toward 
the neck through the retroperitoneal tissues and the 
mediastinum. As such complications cannot be 
avoided with certainty, he believes pneumoperi- 
toneum should be instituted only on the strictest 
indications. Koentc (Z). 
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Parker, C. H.: A Report of Three Unusual! Ab. 
dominal Cases. Am. J. Roentgenol., 1923, x, 605. 


The first case was that of a boy of 4 years who had 
had two attacks of gastric disturbance. At the first 
attack about two years previously, a mass was dis- 
covered in the epigastrium. This mass was still 
present; it was smooth, firm, freely movable, and 
the size of a walnut. Roentgenograms showed two 
abnormal shadows which the opaque media demon- 
strated were not attached to the stomach or to the 
small or large bowel. Because of the size of the 
shadows, their smooth borders, and their lack of 
fixation, they were interpreted as being due to a 
mesenteric cyst rather than to glands. At opera- 
tion, a multilocular cyst of the mesentery of the 
small bowel was found. 

The second case was a case of patent omphalo- 
mesenteric duct in an infant 3 weeks old. Following 
the separation of the cord, small amounts of fecal 
material began to escape from the umbilical stump 
and a protrusion occurred which resembled everted 
bowel. No abnormalities were noted when barium 
and milk were given by mouth. When barium was 
injected through the umbilical opening, it filled 
what appeared to be the mid-portion of the small 
intestine, and in a few hours filled the large bowel. 
The case never came to operation. 

The third case was that of a man aged 52 years who 
gave a history of constipation, frequent vomiting, 
and flatulence. At the fluoroscopic examination a 
sac the size of an egg was discovered behind and 
on the lesser curvature side of the stomach. At a 
second examination this sac did not appear until after 
attempts at palpation. Gastrospasm was present 
at both examinations. A roentgen diagnosis of 
gastric ulcer with an accessory pocket posterior to 
the stomach was made. At operation, the stomach 
and duodenum were found normal but a diverticu- 
lum 4 in. long was discovered at the duodenojejunal 
juncture. Cartes H. Heacock, M.D. 


Babcock, W. W.: Resuscitation in Abdominal Sur- 
gery. Am. J. Obst. & Gynec., 1923, vi, 179. 

Resuscitation depends upon: (1) the re-establish- 
ment of the circulation within seven minutes; (2) 
the continuance of the tidal air movements in the 
lungs, without which the restored circulation cannot 
continue; and (3) the maintenance of the tempera- 
ture. The procedures used to accomplish these ends 
must not interfere with one another. The Sylvester 
and Marshall-Hall methods of artificial respiration 
have been discarded by the author because they 
interfere with other measures to restore the circula- 
tion. 

Babcock’s working plan for resuscitation is as 
follows: 

1. The patient is placed on her back with the arm: 
extended and supported at the sides of the head. 

2. The anesthetist supervises the position of tic 
head and neck, watches the pupils and the tempor! 
or carotid pulse, and maintains an unobstructe:! 
airway. She pries the jaws apart, pulls the tongue 
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forward, if necessary, and notes the degree and 
amplitude of any respiratory movements by watch- 
ing a wisp of cotton affixed tothe patient’s nose or by 
auscultation. 

3. Assistant No. 1 immediately gives an intra- 
venous injection in a convenient vein in front of the 
left elbow, beginning with 200 mils of warm physio- 
logical salt or Ringer’s solution to which 10 minims 
of a 1:1,000 solution of adrenalin have been added. 
As one-half a minim of adrenalin is often ample and 
1o minims would violently strain the heart, the 
injection is instantly stopped by compressing the 
tube at the first evidence of a return of pulsation. 
It is then continued from time to time only if ne- 
cessitated by failure of the pulse. If the heart does 
not respond during the injection of the first 200 mils 
of solution, the injection is rapidly continued with 
successive additions of 15, 20, 30, or more minims of 
the adrenalin solution until a response is obtained. 

4. Assistant No. 2 assists the operator in inducing 
artificial respiration, first by rhythmic compression 
of the chest, in and back and down. He faces the 
patient’s head and uses his hands and the inner side 
of his elbows and forearms. If the compression 
fails to move the tidal air, he is warned by the anes- 
thetist, and without further delay immediately 
passes the patient’s head upon the right side, places 
a piece of gauze over the mouth, compresses the 
nostrils, and, filling his own lungs to the utmost, 
produces mouth-to-mouth insufflation, giving time 
for the air to escape between insufflations and by 
pressure over the upper abdomen preventing the air 
from distending the stomach. In children, care is 
necessary not to overfill the lungs. The use of the 
pulmotor or similar mechanical appliances in the 
cases of infants has been responsible for death 
several days later from rupture of the walls of the 
alveoli of the lungs. 

5. The operator carries one hand well up under 
the left diaphragm, and with the other hand over 
the chest, compresses the heart between both hands. 
From twenty to thirty compressions are made a 
minute, the heart being well compressed and emptied 
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and quickly released. The efficiency of the massage 
is shown in the vessels of the neck. Often there will 
be no response until a sufficient quantity of solution 
has been introduced into the veins to carry the 
adrenalin through the heart into the coronary 
arteries. Cardiac massage stimulates the organ and 
relieves over-distention, first emptying the old blood 
from the heart and then permitting the adrenalin 
solution to pass to the coronary vessels. With the 
first cardiac pulsation, the beats usually increase 
rapidly in speed and as a rule no further efforts at 
massage are necessary if the respirations are well 
maintained. If the heart is large or so dilated or 
situated that effective cardiac massage is impossible, 
the injection of 500 mils of fluid with 4 mils of strong 
adrenalin into the veins, thoracic massage, or direct 
injection of the heart should be used. For trans- 
thoracic massage, a stab 1 in. long is made through 
the third left intercostal space, 1 in. to the left of 
the sternum. The index finger follows the knife 
through the chest wall, partially circles the left 
ventricle, and is so hooked as rhythmically to com- 
press the heart against the overlying wall of the 
chest. To prevent pneumothorax, wet gauze is 
wrapped around the base of the finger and held over 
the opening when the finger is withdrawn. When 
other measures fail, from 3 to 60 minims of strong 
adrenalin solution may be injected by a fine long 
needle directly into the cavity of the left ventricle, 
with care to avoid the internal mammary artery 
lying 12 mm. lateral to the sternum. 

Nurse No. 1 brings a sterile tray (always held in 
readiness) which carries a small funnel attached to 
4 ft. of soft rubber tubing, a suitable connection, 
and a needle for intravenous injection; a scalpel; a 
ligature; a thumb forceps; a dropper; a reliable 
solution of adrenalin; and a hypodermic syringe 
with a short and long fine needle. She supports the 
patient’s right arm while the needle is being intro- 
duced, and aids in the injection. 

Nurse No. 2 brings the sterile warm salt solution, 
fills the funnel, and sees that the air is expelled from 
the tubing. Epwarp L. Cornett, M.D. 
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GYNECOLOGY 


UTERUS 
Parsamoff, O.: Intestinal-Uterine Fistule and 
Their Treatment (Zur Frage der Darm-Uterus- 
fisteln und ihrer Behandlung). Gynaekologija i 
Akuscherstwo, 1922, i. 

The author reports a case of intestinal-uterine 
fistula operated upon by himself. The condition 
followed an induced abortion. Intestinal-uterine 
fistula are comparatively rare. It must be assumed 
that inflammatory and suppurative processes de- 
veloping in the neighboring organs perforate into 
the uterus, especially when the uterine tissue has 
been injured. 

Operation should be performed as soon as pos- 
sible as these fistula soon lead to general weakness. 
In the majority of cases the operation should be per- 
formed by the abdominal route. It is impossible to 
indicate any general method of operation as the 
technique must be adapted to the requirements of 
the particular case. If closure of the defect in the 
intestine is impossible, the affected coil must be 
resected. In some cases the perforative opening 


may be covered by the omentum. BLUMENTHAL (Z). 


Degrais: Cancer of the Neck of the Uterus Treated 
with Radium; Cure Maintained for Twelve 
Years (Epithéliome du col de l’utérus traité par le 
radium; guérison maintenue dépuis douze ans). 
Bull. et mém. Soc. de chir. de Par., 1923, xlix, 225. 


The author reports a case of cancer of the neck 
of the uterus which was of cauliflower-shape and 
involved the vagina. According to the judgment of 
three well-known surgeons it was inoperable. Appli- 
cations of radium were made in three treatments in 
a period of six months. The technique is not de- 
scribed in detail, but was similar to that generally 
employed in modern practice. Repeated examina- 
tions for twelve years have shown no recurrence. 

This good result is ascribed not alone to the type 
of cancer, but also to the systematic application of 
the radium which was continued regardless of the 
improvement following the first treatment. 

In the discussion of this case Martel mentioned 
an analogous case of cancer of the neck of the uterus 
in which inoperability was revealed by laparotomy 
and subsequent radium treatment was followed by 
an apparently complete cure for eleven years. 

Marx, M.D. 


Navarro Blasco, F.: Hysterectomy for Fibromy- 
omata Previously Irradiated (Histerectomfas por 
fibromas previamente irradiados). Arch. de = 
cirug. y especial., 1923, xi, an. de la Soc. ginec. 
espafi., 73. 

The author performed a hysterectomy in three 
cases of fibromyoma which had been treated by 


irradiation. He believes that surgical treatment is 
clearly indicated in at least 50 per cent of all types 
of fibroma. Irradiation is not as harmless as many 
patients and some physicians believe since it may 
cause various complications and even death. In 
the majority of cases it is a blind method of thera- 
peutics which sacrifices the uterus and ovaries. 

In the three cases reported surgical intervention 
was necessitated because of the complete failure of 
the irradiation, and the operation was rendered 
more difficult than usual by the multiple intestinal 
adhesions due evidently to the effect of the rays. 

W. A. BRENNAN. 


ADNEXAL AND PERI-UTERINE CONDITIONS 


Kennedy, W. T.: Radiography of Closed Fallopian 
Tubes. Am. J. Obst. & Gynec., 1923, vi, 12. 

Aldridge, A. H.: Insufflation of the Uterus and 
Fallopian Tubes. Am. J. Obst. & Gynec., 1923, vi, 
53- 

KENNEDY has been filling the uterus and tubes 
with a 20 per cent solution of sodium bromide and 
radiographing that part of the genital tract which 
received the fluid. The pressure and the quantity 
which passed into the cavity have been noted. If the 
ampulla of the tube casts a shadow it must be con- 
nected with the uterus by a patent isthmus even 
though the passage between contains no sodium 
bromide. If the ampulla of the tube does not appear 
in the roentgenogram there is an obstruction in the 
isthmus of the tube or in the cornu of the uterus, 
or the tube has been removed. Kennedy reports 
twenty cases with their roentgenograms. He draws 
the following conclusions: 

1. In view of Sampson’s work, a roentgenogram 
should not be made in any case in which there is 
evidence of bleeding. 

2. The degree of flexion of the body of the uterus 
can be determined if the position of the uterus is 
known. 

3. The internal os can withstand a pressure of 
200 mm. Hg. in the cervical canal without allowing 
the passage of the solution into the uterine cavity. 

4. While permitting the sodium bromide solu- 
tion to pass through their canals, many isthmi can 
overcome a pressure of 200 mm. Hg. and expel their 
contents in either direction. 

5. Of the tubes examined, 30.8 per cent were 
occluded at the isthmus and 69.2 per cent occluded 
at the fimbria. Of the tubes casting a shadow, the 
isthmi appeared in 61.2 per cent and did not appear 
in 38.8 per cent. 

6. The surgeon is able to determine the following 
points before opening the abdomen: (1) the length, 
breadth, position, and direction of the canal of any 
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GYNECOLOGY 


tube casting a shadow, (2) the exact site of the occlu- 
sion, whether at the fimbria or in the isthmus, (3) 
whether a tube open at its isthmus and closed at the 
fimbria is empty and simply clubbed or filled with 
fluid, (4) whether an operation to overcome the ob- 
struction and thus remove the sterility might be 
done with some chance of success when at least one 
isthmus is open, or would be almost useless when 
both isthmi are closed. 

ALDRIDGE reaches the following conclusions on the 
basis of 600 cases: 

1. The Rubin method to determine tubal patency 
is a simple and safe diagnostic procedure. 

2. If the details in the technique are carefully 
controlled a definite opinion can be formed as to 
the condition of the tubes in approximately 85 per 
cent of the cases examined. 

3. Patients should not be examined when near 
a menstrual period or in the presence of acute 
pelvic inflammatory disease or serious heart disease. 

4. Insufflation is indicated in all cases of sterility 
in which a definite diagnosis of the cause cannot be 
made by bimanual pelvic examination. 

5. Conditions associated with menstruation, uter- 
ine displacements, and ovarian and uterine tumors 
may cause partial or complete tubal obstruction 
and yet not be apparent on inspection at operation. 

6. The method is almost entirely diagnostic. 
Pregnancy follows insufflation in only a very small 
percentage of cases (nine cases). 

7. Operative procedures which are done to open 
the tubes or to keep them open in cases in which 
both tubes have been involved in an inflammatory 


process are very often unsuccessful. 
Epwarp L. CorNELL, M.D. 


Donald, A.: The Clinical Aspects of Adenomyomata 
of the Female Pelvic Organs. Proc. Roy. Soc. 
Med., Lond., 1923, xvi, Sect. Obst. & Gynec., 82. 


Adenomyomatous growths may develop in the 
uterus, round ligament, tube, ovary, or rectovaginal 
space. They are frequently associated with tarry 
cysts of the ovary. The author operated upon six- 
teen cases in one year. The chief symptoms were 
dysmenorrhoea, pain or pressure in the rectum, and 
dyspareunia. Examination usually reveals hard 
nodules or an irregular swelling in the posterior 
fornix. Indefinite resistance at one or both sides of 
the uterus may also be noted. The uterus may be 
tetroposed or its mobility may be greatly limited. 

Tarry cysts of one or both ovaries were found 
associated with the adenomyoma in eleven of the 
sixteen cases. In twelve cases a panhysterectomy 
or subtotal hysterectomy was performed, the mass 
being dissected free from the rectum and the pouch 
of Douglas. In all of the cases the operation was 
somewhat difficult. There was one death, that of 
a patient whose pelvis was very widely infiltrated 
with the growth. Microscopic evidence of adeno- 
myoma was found in every case except two. In the 
author’s opinion these tumors are not as rare as was 
formerly believed. Harry W. Fink, M.D. 


571 


EXTERNAL GENITALIA 


O’Connor, V. J.: Primary Carcinoma of the Female 
Urethra: Report of a Case Treated by Dia- 
thermy. Urol. & Cutan. Rev., 1923, xxvii, 475. 


Primary carcinoma of the urethra is very rare. 
The author was able to find only ninety-nine cases 
reported in the literature. Fifty cases reported as 
of this type he rejected because the lesion belonged 
to the group of vulvo-vaginal tumors. 

Primary carcinoma of the urethra develops most 
frequently in the mucosa and is of the squamous- 
cell type and highly malignant. It is an epithelioma 
and must not be confused with carcinoma of the 
vulva and vaginal wall. It extends by way of the 
lymphatics up the inner side of the pubic ramus and 
into the inguinal nodes. Usually it is preceded by 
chronic inflammation or polypus. 

Until recently, the treatment has been surgical 
removal of the urethra together with the cancer- 
bearing areas, but as a rule this leads to structural 
mutilation and functional derangement and has not 
been justified by the end-results. Excision supple- 
mented by radium treatment has been more satis- 
factory. In the author’s case diathermy or massive 
electrocoagulation was employed, but the growth 
was too extensive for cure as extensive metas- 
tases had occurred. Radium was used as an ad- 
junct to the diathermy. Locally the growth was 
entirely eradicated without loss of function of the 
urethra. Harry W. Fink, M.D. 


MISCELLANEOUS 


Haug, E., and Heudorfer, K.: Postoperative Ad- 
hesions Following Gynecological Laparotomies 
(Ueber postoperative Adhaesionen nach gynae- 
kologischen Laparotomien). Muenchen. med. Wchn- 
schr., 1923, 1xx, 463. 

In the Garré clinic Naegeli found that following 
abdominal operations adhesions could be demon- 
strated in 78.1 per cent of the total number of cases 
and in g1.2 per cent of those subjected to a severe 
operation. Martius, on the basis of his findings in 
thirty-three cases of repeated cesarean section in 
the Bonn clinic, assumes that adhesions occur least 
frequently after operations in the pelvic cavity, 
whereas Loehnberg maintains the opposite view 
because of the prevailing absence of movement in 
this cavity. 

The authors tabulate the findings with regard to 
adhesions in 236 cases in which laparotomy was 
performed for the second time. The first laparotomy 
was performed elsewhere in 140 cases, and in the Garré 
clinic in ninety. Of the patients operated upon in 
the clinic for the first time, 15.7 per cent remained 
free from postoperative adhesions, and of those first 
— upon elsewhere only 10.7 per cent remained 
ree. 

The distribution of the adhesions was as follows: 
abdominal wall, 120 cases (51 per cent); omentum, 
128 cases (54.4 per cent); genitalia, 142 cases (60.4 
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per cent); sigmoid, forty cases (17.4 per cent); 
parts of intestines other than sigmoid, 107 cases 
(45.5 per cent). It is an interesting fact that follow- 
ing vaginal operations no adhesions were demonstra- 
ble in 33.3 per cent of the cases. 

The causes of the formation of adhesions before 
operation are the same as those of postoperative 
adhesions, viz., inflammatory processes, mechanical 
and chemical injury of the peritoneum, and the 
irritation of an increased flow of blood in the peri- 
toneal cavity. Operation may be followed by infec- 
tion, failure of peritonization of the ligated stumps, 
serous defects, drainage, etc. The value of iodides 
in the prevention of postoperative adhesions is not 
very great. 

Adhesions may undergo resolution spontaneously. 
Pregnancy may cause their disappearance. Accord- 
ing to Payr, they cause complications in only from 
ro to 12 per cent of the cases and necessitate re- 
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operation in only 3.5 per cent. Complaints due to 
adhesions occurred in 9.6 per cent of the author's 
cases. The onset may be acute, with adhesion-ileys 
or chronic. 

For an exact diagnosis a careful pelvic and ab- 
dominal examination is necessary. Pneumopcrito- 
neum is of great assistance. The treatment is dif- 
ficult. Operation must be performed carefully. The 
use of sodium chloride solution or humanol can- 
not prevent adhesions. Possibly the early stimu- 
lation of peristalsis by enemata, cathartics, and 
intravenous injections of hypophysin may be of 
value. The suction massage of Kroh and the magnet 
treatment of Payr are rejected as being too severe, 
Diathermy and the external application of heat 
have a favorable effect. Occasionally, diagnostic 
pneumoperitoneum is curative. The final resort is 
laparotomy, but the cases must be carefully selected. 

THEODOR (Z). 
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PREGNANCY AND ITS COMPLICATIONS 


Stein, I. F., and Arens, R. A.: Roentgenograms of 
the Fetal Skeleton as a Positive Sign of Preg- 
nancy. J. Am. M. Ass., 1923, Ixxxi, 4. 


In contradiction to prevailing scepticism regard- 
ing the practical value of the roentgen-ray examina- 
tion of the fetal skeleton, the authors present the 
following conclusions: 

1. The X-ray is the deciding factor in the dif- 
ferential diagnosis between pregnancy and other 
abdominal enlargements, and in cases of pregnancy 
will reveal definitely the position and presentation 
of the fetus. 

2. Before quickening, the demonstration of the 
fetal skeleton is the only positive sign of pregnancy 
obtainable. 

3. By pneumoperitoneum, the gravid uterus can 
be shown quite typically on the film during the early 
months of pregnancy. 

The earliest roentgenogram of a fetal skeleton 
was obtained three weeks before quickening, proba- 
bly between the third and fourth months of the 
gestation. 

The authors caution against the estimation of the 
size and age of the fetus from the shadow in the film. 
The unstable position of the fetus and the distances 
of the parts from the film may lead to erroneous 
conclusions. 

In a case of breech presentation in which the 
roentgen plate gave apparent evidence of hydroce- 
phalus a normal child was delivered. 

From the sixth month to term the results are con- 
stantly satisfactory. 

The authors suggest the use of the biconcave lens 
to condense the small, vague fetal shadows. 

Their technique is carefully explained and a table 
for various exposures is given. 

C. Fiske Jones, M.D. 


Hannah, C. R.: Weight During Pregnancy. Jexas 
State J. M., 1923, xix, 224. 
From his study the author concludes that in the 
cases of women whose weight was near the standard 
at the beginning of gestation the gain for repro- 
duction should not be more than 12 lbs. Women 
whose weight increase is over the reproductive gain 
of 12 lbs. manifest pre-eclamptic symptoms such 
as headache, oedema, increased blood pressure, 
etc. 

Increased gain aggravates such conditions as heart 
lesions, hypertension, renal disturbance, epilepsy, 
and psychoses. 

The control of the weight in pregnancy shortens 
the duration of labor and is an excellent treatment 
for uterine inertia. Harry W. Fink, M.D. 


OBSTETRICS 
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Kosmak, G. W.: Fibroid Tumors Complicating 
Pregnancy and Their Treatment. Am. J. Obst. 
& Gynec., 1923, vi, 63. 

The presence of a uterine myoma or fibromyoma 
during pregnancy calls for the most careful observa- 
tion for evidence of local necrosis. If this is 
diagnosed from the presence of fever and an in- 
creased white-cell count, operation should be con- 
sidered, either a myomectomy or a hysterectomy. 
Operation should be considered also when a tumor is 
situated in the lower uterine segment and may pos- 
sibly interfere with delivery because of its failure to 
rise out of the pelvis during the last two weeks before 
labor or in the early stages of labor. Exploratory 
operation is always possible, and frequently myo- 
mectomy with satisfactory suture of the wound in 
the uterus may be done without causing abortion 
if the patient is deeply anesthetized. Even if abor- 
tion occurs, the uterus is left for a possible future 
pregnancy. 

If a uterine myoma or fibromyoma undergoes 
degeneration during the puerperium, as evidenced 
by pain, fever, continuous lochia, either bright or 
foul, and sometimes by evidences of peritonitis, an 
exploratory operation should not be long delayed. 
It may be possible to enucleate the tumor through 
the vagina if it presents in the lower uterine segment. 
If it shows evidences of spontaneous expulsion, this 
process may be hastened by the administration of 
ergot at regular intervals. 

Myomectomy may be undertaken after the birth 
of one or more children without fear of rupture of 
the scar in a subsequent pregnancy, provided the 
scar does not become infected. The induction of 
abortion during the early months of pregnancy 
should not be regarded with favor as infection or 
trauma may damage the tumor tissue to such a 
degree that convalescence may be markedly pro- 
tracted and disturbed. If complications do not 
develop, it may be better to await viability of the 
fetus and then do a cesarean section with or without 
hysterectomy. In some cases, however, total 
ablation of the uterus in the early months may be 
necessary. Epwarp L. Cornett, M.D. 


McDonald, E.: The Processes of Tubal Pregnancy. 
Am. J. Obst. & Gynec., 1923, vi, 72. 


The following classification of the processes in 
tubal pregnancy is suggested: (1) intramural extra- 
vasation; (2) fimbrial rupture, tubal abortion; and 
(3) transperitoneal rupture, tubal rupture. It is 
hoped that this new terminology will prove more 
descriptive of the pathologic processes. Fimbrial 
rupture may occur through the ostium or through a 
break in the tissues at the ostium and outside of 
the mucosal orifice. 
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In transperitoneal rupture, tubal rupture, the 
period of intramural extravasation is slight or ab- 
sent. Cases in which it is slight are no doubt 
cases of profuse intraperitoneal hemorrhage without 
preliminary symptoms. 

In a study of 1,098 case reports it was found that 
when the mortality of tubal rupture and tubal 
abortion was given separately the mortality of 
rupture was 17 per cent and that of tubal abortion 
was 1.6 per cent. In 6,626 cases in series the total 
mortality after operation upon all forms of tubal 
pregnancy was 7.04 per cent. In 2,909 case reports 
in which the location in the tube was given, it was 
said to be the outer third or ampullar end of the tube 
in 75 per cent, the middle third in 15 per cent, and 
the uterine end in few. This includes only deaths 
after operation. 

The usual course of tubal pregnancy is intra- 
muscular embedding of the ovum with dissection of 
the muscular coats of the tube and destruction 
of the tissue by the invading trophoblast. The 
first common accident, which precedes the first 
symptoms of tubal pregnancy, is intramural extrav- 
asation of blood. In two-thirds of the cases, fim- 
brial rupture then follows, and in one-third trans- 
peritoneal rupture. Fimbrial rupture often occurs 
through the dissection of the muscular coats to their 
juncture with the mucosa at the fimbria, the hem- 
orrhage discharging at the end of the tube through a 
break in the tissue. In other cases the tube lumen 


is destroyed by the invading trophoblast, the mucosa 
and its boundaries being penetrated and the hemor- 
rhage passing through the mucosal orifice at the 


ostium. A tubal hematoma frequently forms out- 
side the tube lumen and within the muscular coats 
of the tube, but in some cases the canal may be 
destroyed by the invading trophoblast and become 
incorporated into a hematoma. Intramural extrav- 
asation usually causes the death of the fetus. 
Transperitoneal rupture may occur as a first accident 
without preceding intramural extravasation, and 
cases of sudden symptoms and severe hemorrhage 
may be followed by rupture very soon. : 

Intramural extravasation is the cause of the firs 
pain in tubal pregnancy—the milder colicky pains 
which precede the severe pain caused by the passage 
of blood into the peritoneal cavity. 

With the distention which occurs in tubal preg- 
nancy the fimbria of the tube is often retracted or 
engulfed within the tube on account of the stretching 
of the mucosa and the inner coat. This explains 
why the anatomical relations of tubal rupture are 
often not recognized. Epwarp L. Cornett, M.D. 


LABOR AND ITS COMPLICATIONS 


Ottenberg, R.: The Etiology of Eclampsia. J. Am. 
M. Ass., 1923, 1xxxi, 295. 

The author cites the recent contribution of Mc 
Quarrie, the findings of Dienst, and his own earlier 
observations in support of the assumption that 
there is some connection between the toxemia of 
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pregnancy and blood incompatibilities between the 
mother and child. Briefly, the etiological factor js 
the accidental transfusion of incompatible blood 
between mother and child as the result of a fortuitous 
opening in the placenta between the two circulations, 

In his series of 180 women McQuarrie found that 
toxemia occurred sixteen and one-half times more 
frequently when maternal and fetal blood were in- 
compatible than when they were in the same iso- 
agglutination group. Over 70 per cent of the cases 
of toxemia occurred in the group characterized by 
—— between the fetal and maternal 

In 160 cases Dienst injected methylene blue with 
very slight pressure into the umbilical artery or vein 
of the still-attached placenta immediately after de- 
livery. In thirty-two of the cases (20 per cent) a 
considerable amount of the methylene blue appeared 
in the urine, which Dienst interpreted as indicating 
a communication between the fetal and maternal 
circulations. Examination of the blood of 118 of 
these women showed that in twenty-four it aggluti- 
nated or laked the blood of the child. In fifteen of 
these cases there was no toxemia and no methylene 
blue in the urine (perfect placentz). In nine of the 
twenty-four the urine showed the dye. In seven of 
the nine eclampsia was present, and in two there 
was albuminuria. 

The same process might occur also in the child if 
the maternal blood entered the fetal circulation. Of 
the children of eclamptic mothers 50 per cent die, 
and the lesions present are essentially the same as 
those in the mother—general thrombosis. 

The author presents experimental and clinical 
evidence to explain the production of multiple 
(generalized) hyaline thrombi in the liver and kid- 
neys. 

In conclusion, Ottenberg states that in the pres- 
ence of warning signs of toxemia, a direct examina- 
tion of the mother’s blood might reveal microscopic 
clumps of agglutinated red cells or phagocytosis of 
red cells, and that possibly several unexplained 
diseases of the newborn, especially jaundice and 
certain hemorrhagic diseases, are due to accidental 
placental transfusion of incompatible blood. 

C. Fiske Jones, M.D. 


_Anspach, B. M., Gillespie, W., Macon, W. D., 


The Treatment of 
Therap. Gaz., 1923, 


Bowen, W. S., and Others: 
Eclampsia—A Symposium. 
3 S. XXXix, 457. 


In reply to a questionnaire sent out by the editors 
of the Therapeutic Gazette, Anspach stated that in 
prepartum eclampsia elimination should be obtained 
before an attempt is made to empty the uterus. The 
skin should be stimulated by means of a hot vapor 
bath or a hot pack and fluids forced subcutaneously, 
intravenously, by enteroclysis, or by gavage when 
the patient cannot be made to swallow. The use of 
drugs to promote diaphoresis is contra-indicated. 

The bowels should be kept open by repeated 
purging with a saturated solution of epsom salts or, 
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if necessary, croton oil or elaterium on the back 
of the tongue. If purgation is unsuccessful, a high 
glycerine and salts enema followed by repeated co- 
lonic irrigations is indicated. 

The activity of the kidneys should be stimulated 
by giving water. If the water is taken by mouth, 
large doses of sodium citrate should be administered. 
Anspach advised against the administration of salt 
solution. He prefers plain sterile water or, if acidosis 
is present, a I per cent soda solution given intra- 
venously or by enteroclysis. If the blood pressure 
and pulse are low, digitalis or sparteine may be of 
value. If the blood pressure is high, caffeine may be 
given with good results. If the blood pressure is 
above 180 and the pulse pressure proportionate, 
venesection is indicated. The amount of blood to be 
removed depends upon the effect on the blood pres- 
sure as well as the pulse pressure. Veratrum viride 
is of value in regulating the pulse. 

The convulsions should be controlled by morphine 
given hypodermically and chloral and bromides 
given by the bowel. For anesthesia, gas and oxygen 
are best. 

In regard to the delivery of the patient Anspach 
stated that if it becomes evident that the efforts at 
elimination will not be sufficiently successful to war- 
rant further delay, delivery must be effected in 
the manner which will be most rapid in the indi- 
vidual case and at the same time least dangerous; 
when, in a primipara, the head is in the pelvis and 
the cervix is soft and offers no bar to rapid dilata- 
tion, labor may be induced by dilatation with the 
Voorhees bag and terminated by forceps or version 
as soon as the dilatation is complete. When the 
cervix is long and rigid, and delivery through the 
natural channel promises to be difficult, abdominal 
cesarean section should be undertaken at once. 

In cases of eclampsia arising during labor, elimina- 
tion should be increased and completion of the labor 
hastened by any safe procedure. 

In postpartum eclampsia measures to increase 
elimination should be adopted. This is the more 
dangerous type. 

Accouchement forcé is more dangerous and more 
difficult for both the mother and the child than 
cesarean section. 

The most valuable drug is morphine. 

GILLESPIE advised a much more liberal use of 
veratrum viride or veratrone. If there is immediate 
danger of a convulsion he pushes the intramuscular 
administration of the drug in 15 to 30 minim doses 
until sighing respiration and copious bilious vomit- 
ing occur and there is a soft compressible pulse. He 
rarely induces labor, relying on elimination induced 
by the use of veratrone and fluids. Eclampsia dur- 
ing labor he treats in the same way except that he 
uses chloroform and completes the delivery after the 
first stage by means of forceps. Postpartum eclampsia 
is also treated by veratrum. He does not believe in 
accouchement forcé or the routine administration 
of chloroform, but sometimes uses this drug in 
the second stage. As he is of the opinion that mor- 
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phine prevents elimination, he uses veratrum viride 
instead. 

Macon’s treatment and opinion coincides with 
that of Anspach. 

BLAND outlined the same treatment as that of 
Anspach and Macon, except for the use of chloro- 
form for convulsions and veratrum viride for high 
blood pressure. 

ALTMAN advised the limiting of morphine to a 
single dose of 14 gr. and the lowering of the blood 
pressure with veratrum viride. He uses either no 
anesthetic or nitrous oxide oxygen and ether. 

R. S. Cron, M.D. 


Dunn, R. H.: The Report of a Case of Rupture of 
the Uterus. Virginia M. Month., 1923, |, 253. 


In the case reported spontaneous rupture of the 
uterus occurred during the last month of a second 
pregnancy. The patient’s first labor was terminated 
by cesarean section after an attempt at a forceps 
operation. The puerperium following the section was 
uneventful. 

The first symptom of rupture occurred about 
three weeks previous to delivery by laparotomy; 
apparently the extrusion of the fetus was very slow. 
At the time of operation the findings indicated that 
the rupture had taken place through the anterior 
uterine wall at the site of the old cesarean scar. 
It was interesting to note that the placenta was 
attached at that area and also along the anterior 
abdominal wall. The fetus, which weighed 8 lbs., 
was dead and macerated. Supravaginal hysterec- 
tomy was followed by slow but complete recovery. 

R. S. Cron, M.D. 


PUERPERIUM AND ITS COMPLICATIONS 


Voron, Michon, and Sedallian: Vaccinotherapy in 
Puerperal Infection (Contribution a l’étude de 
la vaccinothérapie de l’infection puerpérale). Lyon 
chir., 1923, XX, 227. 

The authors have tested vaccine therapy in 
puerperal infection for a period of two years in the 
Charité Hospital, Paris. The first tests were made 
with stock vaccines, but more recently autogenous 
vaccines have been used. 

The experience of these two years has led to the 
conclusion that vaccinotherapy requires further 
testing by the employment of larger and more pro- 
longed doses and different routes of introducing the 
vaccine, such as the cutaneous and intravenous. 

Stock vaccines and autogenous vaccines give dif- 
ferent results. The stock vaccine is particularly 
applicable to the acute phase of the infection. It 
acts by provoking a general reaction, and in certain 
cases has an influence on the thermal curve. In 
some cases it does not bring about recovery, and 
when other treatments fail it also fails. Its favor- 
able effects are limited to cases of slight or medium 
severity. In adnexitis and inflammation of the con- 
nective tissue of the broad ligament, it reduces the 
pain. It is not without a certain gravity, however, 
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as the intensity of the general reaction is rather 
marked. 

Autogenous vaccine employed in small doses has 
no effect during the acute stage of the infection, 
but when the organism has already reacted, it 
limits the duration of the febrile period. Perhaps 
it has a favorable effect even later. In conclusion 
the author states that it would be interesting to 
determine whether the development of adnexitis 
from an old puerperal infection might not be pre- 
vented by systematic autogenous vaccine therapy. 

W. A. BRENNAN. 


NEWBORN 


Williamson, A. C.: Placental Iron and Its Relation- 
ship to Icterus Neonatorum. Surg., Gynec. & 
Obst., 1923, XXxvii, 57. 

The incidence of jaundice in the newborn as given 
by different clinics ranges from 50 to 80 per cent. 
In the author’s opinion the condition is due to he- 
molysis of fetal and maternal blood in the placenta, 


the pigments being transmitted to the fetus. The 
fetal liver, he believes, plays only a secondary and 
minor réle. 

He describes a method of determining the iron 
content of the placenta and states that icterus 
neonatorum has no relationship to parity, sex, the 
duration of the pregnancy, the type of the labor, 
asphyxia, or the temperature. 

The curve of red cells and hemoglobin in cases of 
jaundice was lower than in cases without jaundice. 
The number of cases studied was too small to in- 
dicate any relationship between weight and jaundice. 

The following conclusions are drawn: 

1. All newborn infants have bilirubinemia cor- 
responding to the iron content of the placenta. 

2. There is a definite relationship between icterus 
neonatorum and the placental iron content—the 
greater the placental iron content the greater the 
clinical jaundice. 

3. Jaundice of the newborn may thus be considered 
as purely dynamic or hemolytic in origin. 

R. S. Cron, M.D. 


] 
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ADRENAL, KIDNEY, AND URETER 


Saloga: Demonstration of a Patient in Whom One 
Suprarenal Giand Was Extirpated Because of 
Suprarenal Arterial Gangrene (Demonstration 
cines Patienten, dem wegen Gangraena arteriotica 
suprarenalis die Nebenniere exstirpiert wurde). 
Verhandl. d. Gesellsch. f. Chir., Moscow, 1922. 


The left suprarenal gland was extirpated according 
to the method of Oppel because of the signs of 
beginning gangrene of the four extremities. The 
specimen showed hypertrophy of all the layers. 
Immediately after the operation, the pulsation in 
the blood vessels, which previously had been en- 
tirely absent, reappeared. The pain then ceased 
and the gangrenous ulcers healed. A month later, 
however, excruciating pain began again and the 
pulsations became weaker. 

In the discussion, in which Fedoroff, Spisharny, 
Rosanoff, and Reiss took part, it was emphasized 
that the theory of hyperadrenalism of the blood 
following hypertrophy of the suprarenal substance, 
upon which Oppel’s operation is based, has not been 
proved. In some cases the suprarenal gland is 


atrophic. The author replied that he did not en- 
tirely agree with Oppel, but believed that in severe 
cases, in which nothing else will help, this operation 


is justified. BLUMENTHAL (Z). 

Hench, P. S.: Salivary Urea and the Mercury Com- 
bining Power of Saliva: A New and Simple 
Index of Renal Insufficiency. Med. Clin. N. Am., 
1923, Vii, 123. 

There is increasing recognition of the fact that the 
determination of blood urea gives practically all the 
information of clinical value desired that might be 
obtained from estimations of total nitrogen, non- 
protein nitrogen, uric acid, and creatinin. The 
estimation of the blood urea by the urease method 
of Marshall as modified by Van Slyke, although a 
comparatively simple procedure if certain laboratory 
facilities are available, is rather complicated and 
laborious for the use of the general practitioner. 

It is known that urea is easily diffusible and there- 
fore is distributed approximately equally in all the 
tissues of the body. Saliva was found to be a very 
available and useful indicator of urea retention, and 
in a previous communication Aldrich and Hench 
pointed out the intimate association between the 
concentration of urea nitrogen in the blood and the 
concentration of the combined urea and ammonia 
nitrogen in the saliva. They found that nearly all 
of the ammonia in the saliva comes from urea in the 
process of its breaking down by oral bacteria in the 
presence of the alkaline saliva. Therefore the am- 
monia should be considered part of the urea, and the 


combined amount of ammonia nitrogen and urea 
nitrogen should be considered as comparable with 
the blood urea nitrogen. 

In the saliva of normal persons, from 6 to 13 mgm. 
of combined urea and ammonia nitrogen for each 
100 c.cm. were found. This represents between 13 
and 27 mgm. of urea for each 100 c.cm. Further ob- 
servations have caused the author to consider from 
6 to 16 mgm. of combined urea and ammonia nitro- 
gen as the average amount for persons without urea 
retention, and this combined urea and ammonia 
nitrogen of the saliva closely approximates that of 
the urea nitrogen of the blood. 

In cases of urea retention, the combined urea and 
ammonia nitrogen in the saliva always increases 
with an increase in the blood urea nitrogen. 

The advantage of estimations of the salivary urea 
by the urease method is chiefly the availability of 
saliva. Blood is not always obtainable, especially 
in the cases of children and obese persons in whom 
venipuncture is difficult. The value of salivary urea 
determinations has become still greater with the 
finding of a more rapid and more simple method 
than the urease method. This consists of the estima- 
tion of the mercury-combining power of saliva. 

In a series of approximately 1,000 determinations 
on the saliva obtained from approximately 500 
persons whose blood-urea content varied from 12 to 
325 mgm. for each too c.cm., it was noted that the 
mercury combining power of saliva increased with 
an increase in the blood urea and salivary urea as 
determined by the urease method. Therefore the 
mercury-combining power of saliva may be used as 
an index of blood-urea concentration. 

With two easily obtainable reagents the estima- 
tion of the mercury-combining power of saliva may 
be completed in five minutes. Thus a simple practi- 
cal method is available whereby an index of the blood 
urea can be obtained by any practitioner, since it 
necessitates only the most simple apparatus. 

Bichloride of mercury in excess in the presence of 
saturated sodium carbonate gives a reddish-brown 
precipitate, a mercuric oxychloride. Not until there 
is bichloride of mercury in excess is this precipitate 
obtained. A deepening canary-yellow color is noted 
before the first brownish-red tinge appears. The 
saliva has a definite power of combining with varying 
amounts of bichloride of mercury. The combination 
is between bichloride and certain nitrogenous salivary 
constituents, mainly urea. As urea represents by 
far the greater percentage of the combining nitro- 
genous substances, and as its avidity for bichloride 
is much greater than that of the other nitrogenous 
salivary constituents, the mercury-combining power 
of saliva is an index of the quantitative presence of 
urea, and the variations in this combining power 
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depend almost entirely on the blood-urea concentra- 
tion. Findings from experiments with standard 
solutions of urea, uric acid, etc., were in accord with 
the data obtained from the saliva in a series of normal 
persons and persons with urea retention. 

The mouth is first washed out with half a glass of 
water and a small piece of paraffin may be used 
to stimulate salivary flow. Two specimens of about 
8 c.cm. each are collected. This collection may be 
made in a very few minutes, and generally without 
any inconvenience to the patient. The first or pre- 
liminary specimen, which removes food particles 
or excess 0: epithelial débris, is discarded or used as 
a check on the second specimen, which is used for 
titration. The first and second specimens may show 
a slight difference in the combining power (usually 
a very slight increase in the first specimen, o.1 to 
0.3 c.cm. for each 5 c.cm. saliva). 

Five cubic centimeters of saliva are measured 
into a flask by means of a graduated pipette and 
then titrated with a 5 per cent solution of mercuric 
chloride. For the latter, as a rule, a graduated 10- 
c.cm. pipette is sufficient. The addition of bichloride 
of mercury is continued until one drop of the mix- 
ture added to a drop of saturated sodium carbonate 
on a porcelain plate causes the prompt appearance 
of a definite reddish-brown tinge. Unless the brown 
color develops within about three seconds, this 
should not be considered the end point, and a drop 
or two more of the bichloride should be added. The 
result may be expressed in terms of the number of 
cubic centimeters of bichloride of mercury used to 
obtain this end point. For the sake of comparative 
uniformity, however, the results are reported in 
terms of cubic centimeters of bichloride of mercury 
for each 100 c.cm. of saliva. This value is called the 
“salivary urea index.” 

It is unnecessary to filter the specimens because 
the epithelial débris has a certain small mercury- 
combining power which practically compensates 
for the slight quantitative error in the bulk obtained 
by its presence. Unfiltered, filtered, and super- 
natant specimens of the same saliva give practically 
the same result. 

For 100 c.cm. of saliva the combining power in 
normal persons is between 30 and 50 (that is, 30 
to 50 c.cm. of a 5 per cent solution of bichloride of 
mercury). For 5 c.cm. of saliva it is between 1.5 
and 2.5 (that is, 1.5 to 2.5 c.cm. of a 5 per cent solu- 
tion of bichloride of mercury). The upper limit of 
this range is generally obtained in the presence of 
the upper limit of normal blood-urea concentration 
which was taken as 40 mgm. for each 100 c.cm. of 
blood. When retention occurs, the mercury combin- 
ing power rises quantitatively, and at a blood-urea 
concentration of about 325 mgm. for each 100 c.cm. 
the mercury combining power is about 270 for each 
100 c.cm. of saliva or 13.5 for each 5 c.cm. of saliva. 

Cases in hospitals may be followed daily with 
occasiona! checks on the blood-urea. The method 
may be used routinely before blood-urea estimations 
are made, the inconvenience of unnecessary veni- 
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punctures being thus avoided. When blood-urea 
estimations are impossible, it may be employed as 
an adjunct to urinalysis and the phenolsulphone- 
phthalein test, since the specimens may be collected 
at the bedside and analyzed in the physician’s office. 
It may be used also as an office test to detect cases 
of retention. P. S. Hencu, M.D. 


Joseph, E.: Difficulties in Estimating Surgical In- 
sufficiency of the Kidney (Schwicrigkeiten in der 
Beurteilung chirurgischer Niereninsuffizienz). 47. 
Versamml. d. deutsch. Gesellsch. f. Chir., 1923. 


As a rule, surgical kidney disease is unilateral. In 
bilateral disease it may be difficult to determine 
which kidney is most severely affected and whether 
the patient will be able to withstand operation. 
Cryoscopic examination shows that the kidney 
parenchyma is greatly reduced and must not be 
further reduced by operation. Cases are known, 
however, in which the kidney was successfully re- 
moved in spite of an unfavorable cryoscopic examina- 
tion of the blood. In other cases fatal uremia fol- 
lowed a short ethyl-chloride narcosis or X-raying of 
the carcinomatous bladder. 

In bilateral cases Joseph pays less attention to the 
results of functional tests than to the anatomical 
findings of bilateral pyelography. The latter he 
regards as of great importance in cases of bilateral 
renal calculus, pyonephrosis on one side and severe 
pyonephritis on the other, and advanced tubercu- 
losis of one side and beginning infection on the other. 
The pyelogram will show the extent of the destruc- 
tion. It will not reveal the amyloid on the other 
side, but this is demonstrated by the high albumin 
content of the ureteral urine. 

In the cases of old persons a good functional test 
does not always exclude the possibility of post- 
operative uremia. This is especially true in cases 
requiring prostatectomy. If a prostatectomy is 
undertaken at all in the presence of high blood pres- 
sure and advanced arteriosclerosis, it should be done 
in two stages. STETTINER (Z). 


Mascarenhas, O.: Free Grafting of Omentum in 
a Case of Pericolitis; Nephrectomy for Mova- 
ble Kidney; Repeated Crises of Anuria Cured 
by Ureteral Catheterization (Greffe épiploique 
libre chez une malade présentant de la péricolite; né- 
phrectomie pour rein mobile; crises d’anurie répé- 
tées guéries par le cathétérisme urétéral). Bull. 
et mém. Soc. de chir. de Par., 1923, xlix, 212. 


The case reported is of interest to the surgeon 
because the result of a free transplantation of 
omentum was observed at a second operation per- 
formed four years later. It is of interest to the 
urologist because a series of attacks of anuria were 
cured by ureteral catheterization. 

In the anamnesis severe typhoid fever and tuber- 
culosis of the lungs were mentioned. At the first 
laparotomy, performed in 1918 because of the symp- 
toms of subacute peritonitis, the ascending and 
transverse colon were found bound closely together 
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by strong adhesions due to pericolitis at their junc- 
ture. By sharp separation, a large surface of the 
bowel was denuded. Free grafting of omentum was 
then done. The operation was followed by several 
painful crises of anuria. These were cured tempo- 
rarily by ureteral catheterization. In 1918 the 
movable and sclerotic right kidney was removed. 
At another operation, performed in 1921, because 
of painful intestinal crises and melena alternating 
with obstinate constipation, the ascending and 
transverse colon were found entirely normal, the 
grafted omentum having been apparently replaced 
by smooth serosa. As in the upper part of the sig- 
moid an extensive stenosis was found, an iliosig- 
moidostomy was done. Recovery followed. 

Six months later several renal crises accompanied 
by symptoms of uremia necessitated renewed urete- 
ral catheterization. The last catheterization was 
followed by the spontaneous expulsion of three 
phosphatic stones which repeated X-ray examina- 
tions had failed to reveal. RupotpH Marx, M.D. 


Israel, A.: Studies of the Contractility of the 
Renal Pelvis and the Ureter (Versuche ueber die 
Contractilitaet des Nierenbeckens und des Harn- 
leiters). Ztschr. f. urol. Chir., 1923, xii, 328. 


The author experimented to determine whether 
contractions of the smooth muscle of the ureter and 
kidney pelvis could be demonstrated with the myo- 
graph. He made a lever from a 15-cm. straw, 
placed the fulcrum about 2 cm. from the muscle, 
and formed an axis by pushing through the straw, 
at a right angle, a needle pointed at both ends. The 
other paraphernalia used were those usually em- 
ployed in myographic determinations. 

In cats and dogs in narcosis the kidney was 
exposed and the ureter and renal pelvis were freed 
by dissection. The ureter, portions of the pelvis 
which were freed of mucous membrane, and the 
calices were then individually excised, stretched, 
and irrigated with physiological salt solution. On 
electrical stimulation the excised kidney pelvis 
showed contractions which were plainly demon- 
strable myographically. With equal stimulation, 
however, these did not attain the magnitude of the 
ureteral contractions. In the isolated calices, con- 
tractions could not be demonstrated. GEBELE (Z). 


Bloch, A.: Chronic Pyelitis or Infected Hydro- 
nephrosis? (Chronische Pyelitis oder infizierte Hy- 
dronephrose?) Zischr. f. urol. Chir., 1923, xii, 219. 


On the basis of eight cases the author concludes 
that simple pyelitis treatment is without effect in 
many cases of chronic or recurrent cases of pyelitis 
and their sequele because the primary factor is a 
mechanical or dynamic obstruction. Such obstruc- 
tion results from a former pyelitis or peri-ureteritis 
causing adhesions between the pelvis and the ureter. 
The treatment should be ureterolysis. Similar ad- 
hesions may be formed in acute appendicitis when 
the inflammation through the lymphatics attacks 
the right kidney pelvis and ureteral neck. In other 
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cases the obstruction to the outflow of urine may be 
congenital, being due to vessel anomalies, congenital 
enlargement or insufficiency of the ureter, or con- 
genital insufficiency of the bladder musculature. 
Hydronephrosis due to such causes is detected only 
after infection. In unilateral cases the treatment is 
exstirpation, but in bilateral cases only a conservative 
operation can be considered. 

The article is supplemented with a bibliography. 

PFLAUMER (Z). 


Eisendrath, D. N.: Tumors of the Kidney. Surg. 
Clin. N. Am., 1923, iii, 1007. 

This article contains a case report, a discussion 
concerning the best method of approach in opera- 
tions for renal tumors, and an outline and discussion 
of the pathological types of tumor found in the 
kidney and kidney pelvis. The causes of hematuria 
are shown in a drawing. 

The author emphasizes the importance of pyelog- 
raphy before a diagnosis of renal tumor is made. 

As a hypernephroma may grow into a large vein, 
Eisendrath perfers to tie the renal vein early in the 
operation to prevent the entrance of bits of tumor 
into the vena cava. He recommends that the ordi- 
nary lumbar incision be extended forward so that the 
operator may attack the renal vein by pulling the 
colon and peritoneum forward toward the midline 
of the body before removing the kidney. 

The article contains many pyelograms, drawings, 
and photographs. J. Tuomas, M.D. 


Hood, A. J., and Albert, H.: An Unusual Malignant 
‘“*Mixed’? Tumor (Adenosarcoma) of the Kid- 
ney in a Young Child. California State J. Med., 
1923, Xxi, 281. 

The authors report this case of malignant kidney 
tumor in an infant not only because of the rarity of 
the case and the paucity of the literature on the 
subject, but also because the child came under ob- 
servation before any signs or symptoms of the tumor 
had developed and hence the rapidity and course of 
the growth could be observed. 

When the right peritoneal cavity was opened 
through a right rectus incision, the mass was clearly 
exposed below. Several small metastases were seen 
in adjacent loops of intestine. A loop of the ileum 
incorporated in the mass was resected. The mass 
was easily freed down to the kidney pedicle, which 
was clamped, and the tumor and kidney were re- 
moved en masse. Great care was used to control 
hemorrhage. The child’s condition was too poor 
to permit proper attention to the raw peritoneal 
edges. Death occurred on the third day following 
the operation. There was no autopsy. 

The article is summarized as follows: 

1. Malignant tumors of the kidney or kidney re- 
gion are of rather rare occurrence in children. 

2. Many of the kidney tumors of childhood are of 
“mixed” type. 

. “Mixed” malignant tumors of the kidney al- 
wane contain sarcomatous elements. 
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4. Certain “mixed” tumors contain tubular gland 
in addition to sarcomatous elements, and hence 
represent adenosarcomata. 

5. Adenosarcomata of the kidney or kidney re- 
gion originate from rests of mesothelial tissue of the 
type originally designed to form the typical kidney 
structure. 

6. Adenosarcomata and other mixed tumors of the 
kidney which occur early in life are rapid in growth, 
cause little pain, and usually terminate fatally. 
Metastases occur by way of the blood stream. 

7. The operative mortality is high. Death fre- 
quently occurs soon after the operation. Children 
who survive the operation usually succumb to re- 
currence of the tumor. 

8. An early diagnosis and prompt operative re- 
moval are the only means of prolonging life. 

Louis Gross, M.D. 


Stevens, W. E.: The Diagnosis and Surgical Treat- 
ment of Malignant Tumors of the Kidney. 
J. Urol., 1923, X, 121. 


As primary recovery from a malignant tumor of 
the kidney depends on early diagnosis and treatment, 
the presence of even one of the classical symptoms, 
namely, hematuria, pain, and palpable tumor, 
should be regarded as an indication for a careful and 
complete examination of the genito-urinary tract. 
The most important sign of all is renal pelvic de- 
formity as revealed by pyelography. The other 
three symptoms mentioned may be found in many 
other renal conditions and in extrarenal conditions. 
Of 413 cases, only 44 per cent were found to have 
hematuria, pain, and a palpable tumor at the same 
time, but pelvic deformity was revealed in nearly 
every instance. Other aids in the diagnosis are an 
X-ray examination of the gastro-intestinal tract, the 
presence of neoplastic cells in the urine, and profuse 
bleeding sometimes following ureteral catheterization. 

In the absence of definite metastasis and the pres- 
ence of severe pain or hemorrhage and intestinal 
obstruction the treatment consists of nephrectomy. 
Radium packs and deep X-ray therapy are worthy 
of trial. Henry W. PLaGcEMEYER, M.D. 


Fronstein, R.: Complications of Nephrectomy 
(Komplikationen bei der Nephrektomie). Klinit- 
scheskaja Med., 1922, i, 7. . 


In addition to describing each complication in 
detail, the author discusses the measures for com- 
bating it. Injury to the peritoneum is a frequent 
complication. Injury to a loop of intestine leads to 
a fecal fistula; therefore in this complication the 
involved loop of intestine should be resected. 
Intestinal bleeding following nephrectomy is caused 
by thrombosis of the veins of the small intestine 
and is to be combated by the internal administra- 
tion of ergotin, stypticin, or calcium chlorate. Inju- 
ries to the diaphragm are rare. Injuries to the pleura 
are more common and usually lead to death. In 
one case of injury to the pleura the author obtained 
a favorable outcome by immediately suturing the 
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injured portion. To prevent secondary hemorrhage 
from the stump of the renal pedicle he recommends 
the isolation of the ureter from the blood vessels 
and its separate ligation. The leaving of an artery 
clamp in the wound to control such hemorrhage is 
not sufficiently dependable for general application 
and should be done in exceptional instances only, 

Severe hemorrhage may result from the injury of 
accessory renal vessels at operation. In order to 
avoid this complication every more or less taut 
strand encountered in isolating the kidney should 
be severed only after double ligation. Injuries to 
the vena cava and the vena renalis have also been 
reported. According to the literature, these injuries 
are not always fatal if properly treated. Ligation 
at the site of injury, and especially double ligation 
of the vena cava, were the methods which gave the 
best results. The stump of the ureter should always 
be ligated with absorbable material. 

In some cases a secondary operation is necessi- 
tated by a retrograde flow of urine. The function of 
the remaining kidney must be most carefully in- 
vestigated in order to prevent postoperative anuria. 
Antiseptics and chloroform are contra-indicated in 
nephrectomy. To combat a beginning anuria a 
decapsulation according to the method of Edebohl 
should be undertaken. Hematuria following ne- 
phrectomy the author ascribes to a physiological 
compensatory hyperemia. BLUMENTHAL (Z). 


Kehl: Animal Experimentation on Anastomosing 
the Ureters into the Gall-Bladder in Extirpa- 
tion of the Bladder (Tierexperimentelle Unter- 
suchung zur Ureterocholecystanastomose als Ver- 
sorgung der Ureteren bei Ausschaltung der Harn- 
blase). Beitr. 2. klin. Chir., 1923, cxxviii, 687. 


In order to save the patient both the discom{ort 
and the danger of implanting the ureters into the 
vagina, the superficial layer of the skin, or the in- 
testine in total extirpation of the bladder, Kehl 
conceived the idea of implanting them into the gall- 
bladder. After work on the cadaver had demon- 
strated the technical possibility of this procedure, 
and after the injection of preparations had shown 
that the necessary isolation of the ureters had pro- 
duced no circulatory disturbances, the operation was 
performed upon dogs. After a temporary period of 
well-being, all of the experimental animals passed 
watery stools, and died in from five to seven days. 

Autopsy showed the same picture always, viz.. 
cedema and anemia of the brain. Microscopic 
examination showed that spasm of the renal vessels 
had led to the drying up of the urinary secretion. 
The small intestine presented distinct congestion 
of the mucosa. Clinically, the occurrence of nitrogen 
retention left no doubt as to the development of 
uremic coma. 

Because of these results Kehl would have dis- 
continued his investigations were it not for the 
fact that while his studies were under way Dardel 
in de Quervain’s clinic undertook similar experi- 
ments. Dardel’s animals died of what appeared 
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to be chronic enteritis and this he hoped to pre- 
vent in the future by the adoption of special 
measures. Dardel came to the conclusion that the 
implantation of the ureters into the gall-bladder can 
be carried out in man, particularly in cases of ectopia 
of the bladder. Kehl contradicts this conclusion on 
the basis of the results of his own investigations. 
According to Kehl’s experience, the contents of the 
gall-bladder do not always remain sterile, and the 
enteritis is a symptom of fatal uremia caused by 
the continued absorption of urine from the intestine. 
JANNSEN (Z). 


Harnagel, E. J.: A Simple Treatment of Certain 
Lesions of the Intravesical Ureter in the Fe- 
male. J. Urol., 1923, x, 135. 


The considerable mobility of the terminal portion 
of the ureter, which has long been noted by surgeons 
in operating upon the urinary bladder and has often 
rendered ureteral catheterization difficult, can be 
turned to distinct advantage in the female with a 
lesion of the intravesical ureter such as a uretero- 
vesical cyst or a calculus of this portion. The cyst 
or calculus may be grasped by Young’s cystoscopic 
rongeur and drawn down by axis traction for its 
destruction or removal at the external urinary 
meatus. When released, the ureter will drop back 
into the bladder to its normal position. The principal 
advantages of this operation are that it is simple 
and is followed by almost immediate recovery. 

Henry W. PLaccemeyer, M.D. 


BLADDER, URETHRA, AND PENIS 


Mann, F. C., and Magoun, J. A. H.: Absorption 
— the Urinary Bladder. Am. J. M. Sc., 1923, 
clxvi, 96. 


In a series of experiments performed to discover 
whether bacteria would pass through the various 
components of the urinary tract, dyestuffs were 
added to the injection medium to serve as a control. 

The authors’ experiments were carried out under 
ether anesthesia, and the urethra and ureters were 
eliminated as sources of absorption. Nineteen ex- 
periments were performed. In sixteen cases the dye 
injected into the bladder was detected in the urine 
draining from the severed catheter. The time elaps- 
ing before the appearance of the dye varied from eight 
minutes to more than one hour; in most instances it 
was between fifteen and thirty minutes after the 
injection into the bladder. 

These experiments showed that absorption may 
take place from the bladder even when the mucosa 
isnormal. The total amount absorbed was relatively 
small. A. J. Scnoit, M.D. 


Fricke, R. E.: The Value of Diagnostic X-Ray in 
Neoplasms of the Urinary Bladder. Therap. 
Gaz., 1923, 3 S. XXXix, 549. 


In every case with symptoms or signs suggesting 
a neoplasm of the bladder an X-ray examination of 
the pelvis should be made. A roentgenogram of a 
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case of bladder tumor included in the article shows 
the tumor very plainly and also an area of bismuth 
in suspension and an area of urine and air. The 
author cites a case in which the tumor could not be 
found with the cystoscope until it had been demon- 
strated by the X-ray. Therefore X-ray plates made 
with bismuth emulsion in the bladder may be valu- 
able aids in cystoscopic examination. 

BENJAMIN F. Rotrer, M.D. 


Bugbee, H. G.: Report of Cases of Malignant 
Growths of the Bladder Treated by Resection 
and Radium. J. Urol., 1923, x, 159. 


The author reports nineteen cases of malignant 
disease of the bladder and discusses the various 
forms of treatment, including fulguration, dia- 
thermy, and radium. 

As an aid in the diagnosis the eect of fulguration 
on the papilloma is often of great value. If a papil- 
loma does not respond to fulguration at once, it is 
probably malignant and the bladder should be 
opened without delay. When there was doubt in 
the author’s cases as to the nature of the growth 
removed or of sections taken for diagnosis, the same 
sections or sections from different parts of the growth 
were submitted to more than one pathologist. In 
several instances one pathologist reported ‘no 
malignancy,” while another reported ‘‘carcinoma.”’ 
According to the author, this means either a dif- 
ferent classification of bladder tumors by the pathol- 
ogists or malignancy in isolated areas of the tumor. 
Bugbee draws the following conclusions: 

1. In cases of extensive carcinoma of the bladder 
in which metastasis has taken place, effort should be 
directed toward making the patient as comfortable 
as possible. Often this may be done best by simple 
bladder drainage. 

2. In extensive carcinoma of the bladder without 
metastasis, it is possible in some cases to destroy 
the growth by repeated insertions of radium needles 
at intervals, free drainage for sloughing and infec- 
tion, and measures to increase elimination. 

3. A circumscribed carcinoma should be removed 
by resection, if possible. Recurrences after operation 
are less resistant than the primary growth, some- 
times yielding even to fulguration. All cases should 
be kept under observation following operation in 
order that recurrences may be detected early. 

4. The insertion of radium needles into the blad- 
der wall about the line of resection causes the for- 
mation of sloughs. In some cases these remain for 
four months. This treatment minimizes the chances 
of local recurrence by destroying stray cancer cells, 
and involves no risk or discomfort. 

5. Malignant papillomata should be removed by 
resection and the line of resection fortified by the 
insertion of radium needles. 

6. While the cases reported are too recent to 
warrant definite conclusions, the course of the con- 
dition has been decidedly more satisfactory than in 
cases treated by methods formerly employed. 

HERMAN L. KreTscHMER, M.D. 
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Brack, E.: The Genesis and Present-Day Treatment 
of Strictures of the Urethra (Zur Genese und 
zur heutigen Therapie der Harnroehrenstrikturen). 
Arch. f. pathol. Anat., 1923, ccxli, 372. 


The author made a histologic study of twenty- 
five cases of typical urethral stricture. In twenty- 
two it was found in the membranous portion, and in 
these cases seemed to have a particular relation- 
ship to the excretory ducts of Cowper’s glands. 
According to Brack, Cowper’s glands are frequently 
involved by inflammation of the urethral mucosa. 
This is true more often in non-specific infections 
than in gonorrhoea. 

Pericanalicular inflammatory infiltrations are 
formed in the region of the gland, and under certain 
circumstances an abscess develops in the gland 
and the inflammation spreads to the corpora caver- 
nosa, causing trombus formation or even general 
sepsis. In many cases cicatricial stricture of the 
urethra is the cause of so-called ‘‘cowperitis.”’ 
When treated, the stricture may give rise to char- 
acteristic fissures in the urethral wall. As a rule these 
are superficial, but occasionally extend into the 
corpora cavernosa and lead to a transitory febrile 
infection or a severe septic condition. Meyer (Z). 


Joseph, H.: Plastic Operations on the Male Urethra 
(Zur Frage des Ersatzes von Defekten der maenn- 
lichen Harnroehre). Ziéschr. f. urol. Chir., 1923, xii, 
158. 

The methods of operating for epispadias and 
hypospadias may be classified into three groups: 
(1) those in which the deficiency is bridged by 
suturing of the trimmed edges; (2) those in which 
the deficiency is filled by stretching and moving the 
remaining parts of the urethra; (3) plastic methods 
in which a new tube is formed by means of a skin 
flap or by free transplantation. 

For extensive defects in the posterior urethra 
Budde has suggested cutting the flap from the 
scrotum all around, but leaving it connected sub- 
cutaneously with the septum scroti which contains 
branches of the posterior scrotal artery from the 
perineal artery. This method was used by the author 
in a case of extensive injury and shortening of the 
anterior urethra in which the penis and scrotum 
were adherent by firm scars. After preparation the 
6-cm. defect was bridged by a 5- by 7-cm. flap 
formed into a tube which hung from the septum 
scroti like an intestinal loop from its mesentery and 
was sutured into the urethra. The urine was drained 
through a suprapubic fistula. The new urethra 
functioned well and the result was permanent. 
Shrinkage did not occur. Von TAPPEINER (Z). 


Forster, N. K.: Epithelioma of the Penis Following 
Phagedenic Chancroidal Infection. Urol. & 
Cutan. Rev., 1923, xxvii, 488. 


The author reports a case of carcinoma of the 
penis developing in the site of an unusually stub- 
born chancroid which had been under observation 
at intervals over a period of several months. Mi- 


croscopic studies of sections from the ulcer taken 
when the patient was first seen and again in the 
fourth month showed no evidence of malignancy, 
In the eighth month, however, malignancy was 
clearly apparent and necessitated amputation of the 
penis and diversion of the urinary stream by perineal 
drainage. Eight months after the operation there 
was no evidence of recurrence. 

The case is cited to show the importance of keep- 
ing in mind the possibility of malignant changes in 
phagedenic chancroids. Henry L. SANFrorp, M.D. 


GENITAL ORGANS 


Swan, R.H. J.: The Incidence of Malignant Disease 
in the Apparently Benign Enlargement of the 
Prostate. Proc. Roy. Soc. Med., Lond., 1923, xvi, 
Sect. Urol., 71. 


In the cases reviewed, digital examination of the 
prostate gland revealed only a soft, elastic, movable 
enlargement, and the symptoms were those pre- 
sented by the ordinary benign hypertrophy. In three 
cases operation was followed by carcinomatous in- 
filtration in the lateral lymphatic space. This, how- 
ever, did not interfere with micturition. 

In Swan’s opinion, malignancy occurs in appar- 
ently benign hypertrophy of the prostate more 
frequently than is generally believed, and therefore 
every gland removed at operation should be sub- 
jected to a close microscopic examination before a 
diagnosis of entirely benign enlargement is made. 

HERMAN L. Kretscumer, M.D. 


Judd, E. S.: On the Surgical Treatment of Diseases 
of the Prostate Gland. Am. J. Surg., 1923, xxxvii, 
200. 


Benign changes in the prostate are serious just so 
far as they interfere with the function of the kidneys. 
Inflammation arising in the prostate in association 
with urethral infection usually subsides gradually 
as in other tissues; in certain cases, however, it 
goes on to suppuration and abscess formation, neces- 
sitating surgical relief. Prostatic inflammation usu- 
ally occurs in young men or men of middle age, 
at a time of life when the prostate is functionally 
active. In the cases of younger patients conserv- 
atism should be practiced. In men past middle age 
operation is usually advisable. 

The trouble following benign enlargement of the 
prostate depends on the amount of interference 
with the function of the bladder and urethra. Be- 
nign enlargement develops in the gland like a new 
growth. The tissues are compressed by the growth 
and form a capsule from which the adenomatous 
hypertrophy can be readily enucleated. _If prosta- 
tectomy is performed in the early stages of the 
enlargement there should be no mortality and only a 
low morbidity. Difficulty arises from the impairment 
of important functions as a result of long-standing 
obstruction. 

Cancer of the prostate in most cases arises in the 
posterior lobe, that portion of the prostate which is 
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generally not removed in a suprapubic prostatecto- 
my. The best results are obtained when the pros- 
tatectomy is followed by radium treatment. 

At the Mayo Clinic prostatectomy is performed 
in the same way as abdominal operations, every 
step being visualized. Exposed tissues can be packed 
off and hemorrhage can be controlled by sutures. 

Sacral nerve block gives the most satisfactory 
anesthesia for prostatectomy and practically never 
causes postoperative complications. It is simply 
and easily induced and gives an anesthesia of an 
intensity and duration sufficient not only for the 
removal of the prostate but also for resection of the 
bladder for other conditions if this should be neces- 
sary. It must be supplemented by suprapubic in- 
filtration. The injection of novocaine into the region 
of the sacral nerves should be done slowly because 
slow absorption of the solution tends to minimize 
the possibility of transient toxic effects. 

A. J. Scnott, M.D. 


White, H. P. W.: The Closure of the Suprapubic 
Urinary Fistula Following Suprapubic Prosta- 
tectomy: Observations on Sixty-Eight Cases. 
Brit. J. Surg., 1923, Xi, 173. 

In the cases reviewed the bladder wound was 
closed around a Freyer tube, and occasionally a 
small drain was inserted in the prevesical space. 
The tube was left in place for three or four days and 
then replaced by a smaller one. The urine drained 
into absorbent dressings held in place by a many- 
tailed bandage and changed every four hours. If a 
prostatic packing was used it was removed on the 
third day. The bladder and the prostatic cavity 
were irrigated suprapubically and by Janet’s 
method daily. The suprapubic drain and the su- 
tures were removed on the tenth day, and a large 
steel sound was passed per urethram. In an un- 
complicated case the patient was sitting up out of 
bed during the third week. An indwelling catheter 
was used, when indicated, and the patient dis- 
charged from the hospital when the fistula had 
closed. 

In relation to the employment of an indwelling 
catheter the cases are divided into groups as follows: 

Group 1. Cases in which the fistula were closed 
by the twenty-eighth day without the use of an in- 
dwelling catheter. 

Group 2. Cases showing signs of delay in the 
closure of fistula: (a) treated with an indwelling 
catheter; (b) indwelling catheter contra-indicated 
for the time being and closure occurring later 
spontaneously or following delayed use of the 
catheter. 

Group 1 contained 38 per cent of the cases; closure 
occurred in an average of twenty days. About 41 
per cent of the cases fell under Group 2a, an in- 
dwelling catheter being used for three days during 
the fourth week of convalescence. Of this group, 
67 per cent had closure before the twenty-eighth day. 
Group 2b contained 20 per cent of the total number 
of cases. In 61 per cent of these, closure occurred 
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without the use of the inlying catheter, the average 
time being thirty-seven days. In 38 per cent closure 
was delayed until a catheter could be borne with 
safety, the average time being thirty-four days. 

The conditions preventing the use of the inlying 
catheter were acute epididymitis, pyelonephritis 
and slough, or phosphatic deposit on the wound 
surfaces. The epididymitis usually occurs in the 
first week of convalescence and therefore is not 
necessarily a contra-indication to the use of the 
catheter in the fourth week of convalescence. When 
the catheter was tried in the presence of a pyelo- 
nephritis it increased rather than diminished the 
signs of infection. Phosphatic deposit on the wound 
surface occurred early and began to slough off about 
the end of the third week; a catheter was of no value 
until the granulations were free from slough, and 
these cases were prone to develop epididymitis and 
pyelonephritis. 

The attempt was always made to obtain unde- 
layed closure without the use of the inlying catheter, 
but often, when fistula persisted, closure was estab- 
lished at once by the proper use of the catheter. 
The catheter also caused the re-establishment of 
micturition when this was delayed. The catheter 
is to be avoided, if possible, because it is a foreign 
body in the granulating prostatic bed. The ure- 
thritis it sets up appears to be proportional to the 
time it remains in the urethra. As the discharge is 
serous until about the third day, the catheter was 
removed at the end of the third day. The maximum 
benefits are to be obtained when the catheter is not 
used too soon; in case of doubt as to the time it 
should be employed a delay of a day or two is ad- 
visable. If the fistula is in danger of becoming 
epithelialized it may be curetted and the edges 
approximated with adhesive tape. 

Before final closure of the fistula is accomplished 
with the indwelling catheter the wound surface 
should be free from slough and phosphatic deposit 
and micturition established. Under such circum- 
stances the wound should remain dry for an hour or 
longer at a time. If spontaneous closure has not 
occurred after several days of this condition the 
catheter should be employed. In the cases reviewed, 
the fistula most difficult to close occurred when the 
first of a two-stage prostatectomy had been done 
months before the secondary operation, and when 
the re-establishment of micturition did not occur 
until after the use of the indwelling catheter. Large 
catheters of gum-elastic were used. 

The operative procedures included the Freyer, 
the Thomson-Walker, and the two-stage prostatec- 
tomy. The first two methods were used in 81 per 
cent of the cases and were followed by healing in 
twenty-six days. A two-stage prostatectomy was 
done in 19 per cent, and followed by healing in 
thirty days. The more slowly healing cases were 
by no means all in the last group. In two cases the 
first stage had been done eight months prior to the 
prostatectomy and closure required eight and nine 
weeks. 
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As a rule micturition did not become re-estab- 
lished for several days after the removal of the 
suprapubic drain. Usually this occurred the tenth 
day. In the series as a whole the onset of micturi- 
tion was the nineteenth day. In 14 per cent it was 
delayed until an inlying catheter was used. In 
about 90 per cent of the cases in which it was de- 
layed to the end of the fourth week there had been 
symptoms of enlargement of the prostate for several 
years or marked chronic retention of recent origin, 
this suggesting that the trouble was due to loss of 
tone of the bladder musculature. 

In some of the earlier cases of this series the supra- 
pubic drain was removed on the seventh day, but 
in these cases closure required twenty-eight days as 
against twenty-one days for closure when the drain- 
age was stopped on the tenth day. It is an advan- 
tage to continue the drainage until the granulations 
in the prostatic cavity are well formed. 

Secondary hemorrhage appeared in about 6 per 
cent of the cases. It occurred in poor surgical risks, 
between the eleventh and twentieth days, and in no 
case was severe enough to cause anxiety. In treat- 
ing this complication it is important to remove all 
the clot and wash out the bladder well. Hamostatic 
serum and morphia were valuable aids. 

Ten per cent of the cases were cases of malignancy. 
In six of the seven cases closure was effected in 
twenty-one days. The seventh patient was dis- 
charged with a permanent suprapubic drain. Five 
of the six returned to the hospital within a few 
months with the fistule re-opened. 

The main points brought out in the article are 
summarized as follows: 

1. Too early removal of the suprapubic drain, by 
diminishing the drainage too soon, tends to delay 
the convalescence. 

2. Rapid closure of the fistula is always desirable. 

3. Closure of the suprapubic fistula without an 
inlying catheter should be the aim in all cases. This 
was accomplished in about 52 per cent of those 
reviewed, and in 38 per cent by the twenty-eighth 
day of convalescence. 

4. The indwelling catheter is necessary in a large 
percentage of cases to prevent undue prolongation 
of the convalescence. It was employed in about 48 
per cent of those reviewed. 

5. The indwelling catheter does not help the 
fistula to close if it is used too soon; if left in too 
long, it increases the sepsis. No complication arose 
from its use for three successive days in any case 
in the series reviewed. 

6. In a considerable majority (66 per cent), the 
fistula were closed, without or with the aid of an 
indwelling catheter, by the end of the fourth week. 

7. Inthe remaining cases the chief causes of delay 
in closure were complications preventing the use of 
an indwelling catheter, such as acute epididymitis 
and pyelonephritis; delayed onset of spontaneous 
micturition (most common in cases of previous 
chronic retention); long-standing suprapubic fistule 
in cases of two-stage prostatectomy; and a shelf 
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of mucous membrane between the bladder and the 
prostatic cavity in certain cases treated by the 
Freyer type of prostatectomy. 

8. Secondary hemorrhage is not, as a rule, a 
serious complication, and can be readily controlled 
without operative interference. 

9. The fistula in malignant cases may close very 
readily following suprapubic prostatectomy, but 
tend to re-open within a few months. 

C. D. Hotmes, M.D. 


Kidd, F.: Vasostomy for Seminal Vesiculitis, with 
a Description of a New and Improved Technique 
for the Operation. Lancet, 1923, ccv, 213. 


In cases of chronic relapsing seminal vesiculitis 
in which massage and irrigations are of no avail, 
vasostomy is the operation of choice. Belficld’s 
method is adequate for a single injection, but as 
most of these cases require repeated injections of 
colloidal silver for cure, the author found it neces- 
sary to devise a modification of this procedure. 
The technique he employs is as follows: 

Under general or local anesthesia, an incision 
1 in. long is made over the vas and the vas is freed 
and brought out of the wound. A special cannula 
needle is then passed upward into it and the 
skin closed between the two ends of the loop in the 
vas. The cannula is sutured to the skin. At this 
time 30 c.cm. of colloidal silver are injected, and two 
days later another 10 c.cm. This may be repeated 
several times. After the last injection the needle is 
removed and the vas dropped down into the depths 
of the wound. The treatment described failed in 
only four of twenty-five consecutive cases. 

Oscar E. NApDEAu, M.D. 


MISCELLANEOUS 


Thomas, G. J.: Some Things the General Practi- 
tioner Should Know About Urology. J.-Lancet, 
1923, Xliii, 322. 

During the last fifteen years stricture of the ure- 
thra has become less frequent. Dilatation with 
guides and sounds will usually give relief. Surgery, 
if indicated, consists of external urethrotomy in the 
posterior urethra and internal urethrotomy in the 
anterior urethra. Strictures are never cured, what- 
ever the treatment. 

In cases of hypertrophy of the prostate pre- 
operative treatment is necessary. The reason for 
relieving the patient of residual urine and _ the 
methods by which this may be done should be known 
by the general practitioner. 

Other obstructions at the bladder neck and lesions 
of the spinal cord may simulate prostatic hyper- 
trophy. All patients with prostatic symptoms should 
be given a cystoscopic examination in order that 
prostatic enlargement may be differentiated. __ 

When difficulty is experienced in the passage oi 4 
urethral catheter a double-curve silver catheter will 
pass more easily and cause less damage than a soit 
rubber or silk-web catheter. 
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When suprapubic bladder drainage is necessary, 
the incision should be made large enough so that 
the peritoneum may be pushed out of the way. 

Cancer of the prostate may be present and may 
metastasize without causing prostatic enlargement 
or urinary difficulty. 

One-third of all prostatic cancers have formed me- 
tastases when first seen. 

The treatment of cancer of the prostate consists 
of radium radiation and surgery. 

Hmaturia should be investigated as soon as it is 
noticed. Even if the bleeding stops, a complete 
urological examination should be made, as frequently 
lesions of the urinary tract do not bleed for periods 
of several months. 

As cystitis does not occur as a primary infection, 
the urinary tract should always be examined before 
treatment for cystitis is begun. 

The pyelitis of pregnancy is an acute exacerbation 
of an already present chronic pyelonephritis. Foci 
of infection are easily found. Before going to term, 
pregnant women should have all infected teeth and 
other possible foci of infection removed. 

Chronic pyelonephritis may be symptomless at 
times. Frequently the urine is normal. A cold or 
other acute infection will cause an acute attack with 
the usual symptoms. 

Renal stones may be symptomless. In addition to 
surgery, the treatment consists of the removal of 
foci of infection and pelvic lavage. 

In every case of pelvic or abdominal pain ureteral 
stone should be thought of as a possible cause. Sur- 
gery is rarely necessary to remove ureteral stones. 
Manipulation should always be tried before opera- 
tion is advised. Twenty per cent of ureteral stones 
on the right side are wrongly diagnosed. 

Bladder stone may be symptomless. Litholapaxy 
should be done if the stone is not too large. 

Tumor of the renal area or upper abdomen can be 
differentiated only by means of the cystoscope, the 
ureteral catheter, and the pyelo-ureterogram. 
Louis Gross, M.D. 


Hill, J. H., and Colston, J. A. C.: A Note on the 
Bacteriostatic Action of Urine After the In- 
travenous Administration of Mercurochrome 
to Normal Rabbits. Bull. Johns Hopkins Hosp., 
Balt., 1923, xxxiv, 220. 


Preliminary tests before the administration of 
the drug included the determination of the body 
weight, a phenolsulphonephthalein test of excretion, 
and examination of the urine to exclude the presence 
of casts or albumin, and of the feces to exclude 
diarrhoea. A freshly prepared 1 per cent solution of 
mercurochrome was then injected into the marginal 
ear vein. Controls on the identification of colonies 
obtained were made in every experiment. In this 
way it was possible to determine the number of 
organisms present at the time of inoculation and at 
the end of the period of exposure. The action of 
normal urine having been determined before the 
injection of the drug, it was possible to estimate the 
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effect of the drug upon it. In cases in which 
the normal urine was bacteriostatic, an increase in 
inhibition after the injection of the drug could be 
shown. As inhibition was regularly noted after the 
injection, other factors remaining the same, the 
authors feel justified in attributing such action to 
the drug or its derivatives. The hydrogen-ion con- 
centration of the urine was determined in every 
case in which a sufficiently large specimen was ob- 
tained; no marked or regular variation was found 
after injection. 

The article contains several tables showing the 
inhibitive action of urine following the intravenous 
injection of 1, 2.5, 5, and 10 mg./kg. of mercuro- 
chrome. In two cases bactericidal urine was ob- 
tained, in one after a single injection of 1 mg./kg., 
and in the other after a single injection of 5 mg./kg. 

In conclusion the authors state that the clinical 
trial of moderate intravenous doses of mercuro- 
chrome in bacillus coli infections of the urinary 
tract is justified from the point of view of bac- 
teriostatic action. 

C. RutHerrorp O’Crowtey, M.D. 


Magoun, J. A.H., Jr.: Absorption from the Urinary 
Tract. J. Urol., 1923, x, 67. 


In a series of experiments carried out by the author 
it was found that certain dyes and bacteria were 
absorbed from the normal kidney, ureters, and ure- 
thra. Ina large series of experiments performed pre- 
viously with regard to the absorption of various 
dyes and the bacillus prodigiosus from the bladder, 
it was found that the dyes were absorbed to a slight 
extent, but that there was no absorption of bacteria. 

The various portions of the urinary tract differ 
greatly in their absorptive powers. The kidney 
absorbs dyes and bacteria to a marked extent. The 
ureter and urethra absorb dyes readily but bacteria 
less readily. The bladder, on the other hand, ab- 
sorbs a very small amount of dye and no bacteria. 

In cases of pyelitis, the clinical phenomena of 
chills and fever may be due to the absorption of 
urine and bacterial toxins. Reactions following 
cystoscopy occur much more often in males than in 
females, possibly because of the absorption of bac- 
teria through the prostatic urethra. 

No attempt was made to study absorption under 
pathologic conditions, and the path by which ab- 
sorption takes place is not discussed. It may be 
assumed that absorption occurs through the blood 
and lymphatics, especially the former. 

The author concludes that the kidney has the 
greatest absorptive power, the urethra the second 
greatest, and the ureter the third. 

Bacteria could not be recovered from the blood 
stream or various organs after their injection into 
the normal or the acutely inflamed bladder. 

Experimentally and clinically, bacteria may pass 
from the pelvis of the kidney into the blood. 

In certain cases the kidney, once infected, may 
act as a focus for a secondary bacteremia. 

A. J. Scoot, M.D. 
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SURGERY OF THE BONES, JOINTS, MUSCLES, TENDONS 


CONDITIONS, OF THE BONES, JOINTS, 
MUSCLES, TENDONS, ETC. 


Katzenstein, P. R.: The Conflicting Properties of 
Periosteum and Bone Medulla in the Forma- 
tion of Bone (Las propriedades opuestas del peri- 
osto y de la médula 6sea para la constituci6n del 
hueso). Prog. de la clin., Madrid, 1923, xxv, 410. 


In experiments on dogs Katzenstein found that 
the microscopic picture was the same when peri- 
osteum was transplanted to bone medulla and bone 
medulla was transplanted to the deep surface of peri- 
osteum. In both cases there was absolute inhibition 
of the capacity for bone regeneration. He draws the 
following conclusions: 

1. The periosteum and the bone medulla are the 
tissues that form and regenerate bone. It must be 
assumed that their activities are very different be- 
cause, if they were analogous, the combination of 
both tissues would result in the sum of their effects, 
whereas both the introduction of periosteum into 
the bone medulla and the transplantation of bone 
medulla to the deep surface of periosteum impedes 
the union of fractures and may give rise to pseud- 
arthrosis. 

2. These findings explain the forma ion of pseud- 
arthroses in fractures. When there is considerable 
disruption of the periosteum in a comminuted frac- 
ture it is not surprising that a pseudarthrosis is 
produced or union of the fracture is delayed as we 
now know that, for their full activity, the peri- 
— and medulla must be kept separated by 

one. 

3. In operating on a pseudarthrosis care should 
be taken to extirpate the zone of cartilage between 
the two extremities of the bone and to see that no 
medulla is mixed with periosteum and no perios- 
teum is mixed with bone medulla. 

4. In the repair of a bone defect by the trans- 
plantation of living bone care must be taken that 
the living bone covered by its periosteum is applied 
in such a way that its periosteum will not come into 
contact with the medulla of the extremities of the 
bone to be repaired. W. A. BRENNAN. 


Ochsner, A. J.: Osteomyelitis. J.-Lancet, 1923, xliii, 
315- 

In acute osteomyelitis early diagnosis and im- 
mediate treatment are of great importance because, 
on account of the rich vascularity of bone, the dis- 
ease invades very rapidly. Negative X-ray findings 
do not contra-indicate operation. Positive X-ray 
findings are present only after the disease has caused 
considerable destruction. Drainage should be in- 
stituted, a wet dressing applied, and the affected 
part immobilized. 


If the process is allowed to continue, or if the in- 
cision is not sufficiently extensive, the process may 
burrow into the joint. The most common invader 
is the staphylococcus; less frequently the pneu- 
mococcus, colon bacillus, typhoid bacillus, and 
streptococcus are found. The incidence of the con- 
dition is three times as high in boys as in girls. Of 
the 151 cases at the Augustana Hospital, Chicago, 
the femur was involved in thirty-nine, the tibia in 
thirty-one, the humerus in nine, the fibula in seven, 
and the radius and ulna in two each. 

Causative conditions are the exanthemata, 
typhoid fever, pneumonia, pleurisy, tonsillitis, ab- 
scesses of the teeth, trauma, exposure, exhaustion, 
and furunculosis. 

In chronic osteomyelitis the sequestrum should 
not be removed until an involucrum has formed. 
When a deep hole remains it may be filled in by 
sewing the surrounding skin and subcutaneous tissue 
into the bottom of the trough. 

RupotpH S. Rercu, M.D. 


Joll, C. A.: Metastatic Tumors of Bone. Brit. J. 
Surg., 1923, xi, 38. 

Secondary tumors of bone must arise by: (1) 
direct extension from surrounding tissue, (2) exten- 
sion through the lymph channels, or (3) extension 
through the blood stream. As the first method of 
direct extension is not strictly a metastasis, it is not 
considered here. 

In order to make the th ory of lymphatic exten- 
sion acceptable, it must be shown that the lymph 
channels extend into the bone marrow. This has 
not been demonstrated. They have been traced 
into the compact bone, but are stopped by the 
endosteum. 

The blood stream as the medium of metastasis was 
first studied by von Recklinghausen who concluded 
that secondary tumors in bone arose from malignant 
emboli lodged in the marrow capillaries. It has been 
shown by several pathologists that cellules from 
a malignant tumor can usually enter the blood 
stream through the vasa vasorum. There seems to 
be conclusive evidence also that metastases nearly 
always begin in the cellular red marrow. The infre- 
quency of metastases in the distal limb bones is 
explained, not by their greater distance from the 
primary growth, but by the fact that they contain 
very little red marrow. 

On searching 1,144 autopsy records for bone 
metastases, the author found fifty-three cases. The 
primary growth was carcinoma of the breast in 
thirty-four, carcinoma of the uterus, thyroid, and 
cesophagus in two each, and carcinoma of various 
other organs in one each. The bone metastases 
occurred in the vertebre in 21.6 per cent, the ribs in 
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SURGERY OF THE BONES, JOINTS, MUSCLES, TENDONS 


20.4 per cent, the sternum 14.7 per cent, the femur 
in 14.7 per cent, the skull in 10.2 per cent, and in six 
other sites in from 7.9 to 1 per cent. Other observers 
have found the skull the most common site. Ewing 
places the sternum, ribs, and femur before the skull 
and vertebre in order of frequency of involvement. 

A case of metastasis in the sternum showed the 
microscopic structure of scirrhous carcinoma, that 
of the primary breast tumor. Another in the hu- 
merus was Of osteoplastic nature, but in spite of 
this two spontaneous fractures occurred. 

With regard to thyroid metastases in bone Kanoky 
stated that in a fourth of the cases there is no obvious 
clinical enlargement of the thyroid. As a rule the 
metastasis is of slow growth. It may be the only one 
in the body. The thyroid nature of these bone tu- 
mors is proved by their content of iodine and colloid. 
The author tabulates forty-four cases of metastatic 
thyroid tumors in bone associated with normal 
thyroid or benign goiter. It is claimed by some 
pathologists that there may be minute islands of 
malignancy in the thyroid which escape detection 
by the ordinary methods of examination. However, 
after removal of the metastasis there is usually no 
recurrence. In one case in which the thyroid gland 
had a small nodule in one lobe a tumor was removed 
from the clavicle which showed a structure identical 
with that of normal thyroid. There seems to be no 
constant relation between the thyroid tumor and 
its metastasis as to the degree of malignancy. 

Tumors of the prostate have the greatest tendency 
of all primary growths to produce bone metastases. 
The secondary growths are multiple and may have 
a wide distribution; in one case the skull, pelvis, 
ribs, scapula, humerus, and clavicle were involved. 
While there is a characteristic osteoplastic tendency 
which, according to Axhausen, is due to the stimulus 
from the carcinoma cell itself, the ossification is 
usually accompanied by osteoclasis and in some 
cases spontaneous fractures occur. 

Tumors in any part of the urinary tract seem to 
share with those of the prostate the tendency to form 
metastases in the bones. The author reports four 
cases of carcinoma of the bladder with secondary 
a respectively in the radius, skull, tibia, and 
ribs. 

Hypernephromata often are symptomless as pri- 
mary growths. Therefore their metastases in bone 
may sometimes be erroneously considered primary. 
Cases with involvement of the humerus, clavicle, 
tibia, radius, and ulna are reported. Cases of bone 
metastasis from uterine tumors are numerous. One 
case of testicular tumor with deposits in the spine 
is reported. 

Tumors of the tongue do not give rise to bone 
metastases very frequently, but one case is reported 
of an epithelioma of the femur primary in the tongue. 
Museum specimens are mentioned which show 
metastatic carcinoma of the femur, pelvis, and ribs, 
respectively, from a primary growth in the cesopha- 
gus. Cases of carcinoma of the stomach and the 
large intestine causing metastases in the bones, and 
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a case of liver growth causing a deposit in the spine 
are on record. 

In one case of melanotic sarcoma of the thumb 
deeply pigmented melanotic growths were found in a 
rib and in the femur. 

In the diagnosis of these bone tumors the primary 
growth is sometimes overlooked. Five cases of renal 
and adrenal neoplasm are mentioned in which the 
bone tumors were regarded as primary because of 
the obscurity of the primary lesions. According to 
Delbet, the secondary tumors usually affect the 
shaft while primary lesions are in the epiphyses. 
Pain is not common. Deformity or spontaneous 
fracture may be the first sign noted. Anemia may be 
severe. Roentgenograms help materially, but as a 
rule do not differentiate between primary and sec- 
ondary growths. 

The benefit from operation on secondary growths 
is usually transitory, but in some cases the patient 
has lived eight or ten years after resection. Of the 
operative procedures, limited resection is usually to 
be preferred to amputation, especially for growths 
secondary to thyroid and renal tumors. 

A. CrarK, M.D. 


Chaton and Caillods: Myositis Ossificans Localized 
in an Area of Necrobiosis (Foyer de myosite ossi- 
ficante localisé en état de nécrobiose). Presse méd. 
Par., 1923, xxxi, 228. 


The patient was a farmer who, 40 years previous- 
ly, sustained a severe injury of one leg, including 
dislocation of the knee and fracture of the ankle. 
Subsequently a bony tumor appeared on the leg. 
When opened, this was found to be reddish, soft 
in the center, and formed in linear columns much 
like asarcoma. No bleeding was encountered. The 
entire mass was removed. 

The authors believe that at the time of the 
accident the muscles in the leg were torn and that 
a chronic sclerosing myositis then developed which 
ended in an ossifying process. 

Histologic examination confirmed the presence 
of ossifying myositis and the absence of sarcoma. 

In conclusion the authors state that the type of 
tumor described should be borne in mind in order 
that it may not be confused with sarcoma. 

KeELLocc SpeeEpD, M.D. 


Kusnetzowsky, N. J.: A Case of Multiple Xantho- 
matous Granulomata in Tendons (Ein Fall 
multipler xanthomatoeser Granulome in den Seh- 
nen). Arch. f. klin. Chir., 1923, cxxiv, 73. 


The case reported was that of a man 40 years of 
age who for two years had noted the presence of 
multiple nodules along the course of the tendons in 
his legs and forearms, on the dorsal aspect of his 
hands, and at the sites of insertion of the tendons 
under the skin. In part, the localization was sym- 
metrical. Microscopic examination revealed typical 
so-called xanthoma cells in the masses. 

The author states that this case had nothing in 
common either clinically or pathologically with the 
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so-called xanthosarcomata described in the litera- 
ture. It differed from them by the multiplicity of 
the nodules, the exclusive involvement of the ten- 
dons, and the absence of giant cells and pigment. 
Kusnetzowsky defines the changes as circumscribed 
accumulations of xanthoma cells in granulation 
tissue which had undergone a transition into fibrous 
tissue within the tendon and lifted up the normal 
structure of the tendon. He regards the condition 
as an inflammatory rather than a neoplastic process, 
and attributes it to the local excretion of cholesterin 
combinations due to a general disturbance of metabo- 
lism. RIEDER (Z). 


Fisher, A. G. T.: The Nature of the So-Called 
Rheumatoid Arthritis and Osteo-Arthritis. 
Brit. M. J., 1923, ii, 102. 


The underlying reasons for the present state of 
confusion in the problem of arthritis are ignorance 
of the fundamental principles of the physiology of 
the articulations, their histologic structure (especially 
regarding the synovial membrane), and the true 
nature of the pathologic changes in the disease. 
There is also a woeful lack of uniformity in the no- 
menclature and of co-operation between the surgeon, 
internist, and specialist in the diagnosis and treat- 
ment. 

The author recognizes three types: Type 1, in 
which the disease begins in the central cartilage with 
late involvement of the synovia; Type 2, in which it 
begins in the synovia; and Type 3, in which it 
seems to begin simultaneously in the cartilage and 
synovia. 

Type 1. The earliest changes are in the central 
cartilage. Macroscopically this area is yellowish in- 
stead of the normal translucent bluish-white. On 
staining, the superficial layer takes the stain very 
faintly. At a later stage a fibrillation or splitting of 
the matrix is observed. This process is regarded as 
degenerative. Later still there is proliferation of the 
marginal cartilage and bone, due supposedly to 
irritation, which results in the lipping seen in roent- 
genograms. The cartilage tends to disappear. The 
synovia finally becomes more villous and vascular 
without diminution of the synovial fluid. Arterio- 
sclerotic changes may supervene. 

Trauma due to repeated mechanical stress or con- 
tusion, usually occupational in nature, may be an 
etiological factor in this type. The réle of bacterial 
or metabolic toxins as a cause is still indecided. 

Type 2. Every stage of acuteness may be seen, 
from marked pain and spasm with contractures to 
mild symptoms without limitation of motion. The 
term “atrophic” as applied to this type is unfor- 
tunate since the atrophy is the result of disuse rather 
than a primary condition. The process is of a pro- 
nounced inflammatory nature. The articular carti- 
lage may be invaded by a pannus of granulation 
tissue growing in from the vascular synovia. Peri- 
articular lifting, which may occur in the later stages, 
may be an attempt of the body to extend the articu- 
lar surface. 


INTERNATIONAL ABSTRACT OF SURGERY 


The lateral part of the articular cartilage is better 
nourished than the central part because of its peri- 
chondrium and better blood supply. This may 
explain why the lateral areas are less susceptible to 
degenerative changes than the central parts. Pres- 
sure probably plays no part. The author has noted 
in a large number of knee cases that the changes 
nearly always begin in the trochlear area of the 
femoral cartilage and the central part of the patellar 
cartilage rather than the condyles where the pres- 
sure isgreatest. After the experimental production of 
a condition of osteo-arthritis by removal of the central 
cartilage it has been noted that repair resulting in 
the characteristic lipping takes place around the 
margin and not in the denuded central area. 
Although it is rare to find organisms in these joints, 
there is abundant clinical evidence of the infectious 
nature of the disease. The problem of etiology is 
one for the bacteriologist and chemical pathologist 
working in conjunction with the surgeon. 
A. Crark, M.D. 


Schmidt, G.: Habitual Displacement of the Ulnar 
Nerve in Cubitus Varus and Valgus (Ueber 
habituelle Ellennervenverrenkung in Beziehung zu 
Cubitus varus und valgus). Zentralbl. f. Chir., 1923, 
i, 474. 

The literature contains little regarding this con- 
dition. Ulnar nerve displacement occurs in both 
cubitus valgus and cubitus varus. Cubitus varus 
especially favors such displacement as in this con- 
dition the nerve stands out like a bowstring. Mom- 
burg has reported one case of nerve displacement in 
post-fetal cubitus varus. 

In this article the author reports a case of bilateral 
cubitus varus in which, upon sudden extension of 
the arm and hand, pain radiated into the hands, es- 
pecially the little finger. The angle of the cubitus 
varus was 155 degrees. In the hand, the pisiform 
bone protruded volar- and ulnar-ward. When the 
forearm was suddenly extended, the nerve slipped 
easily from its bed. As there was no history of injury 
or disease, it may be concluded that the cubitus 
varus was of fetal origin and due to faulty embry- 
onic development or lack of sufficient uterine space. 
The forked position of the hand also proved the con- 
stitutional weakness of the ligaments and joint cap- 
sule. VorscHUETzZ (Z). 


Sattler, E.: Synovial Inflammation of the Tendon 
Sheaths of the Hands and Feet as an Occupa- 
tional Disease (Synoviale Sehnenscheidenentzuen- 
dungen als Gewerbserkrankung an Haenden und 
Fuessen). Arch. f. klin. Chir., 1923, cxxiii, 250 


After a review of the anatomy of the tendon 
sheaths and the location of the different bursa in 
the hands and feet, the author discusses in a gen- 
eral way the nature of inflammation of the tendon 
sheaths which affects particularly brakemen, lock- 
smiths, carpenters, and women whose occupation 
requires twisting and rubbing motions of the hands. 
The process is usually subacute. 
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Satiler recommends conservative treatment by 
puncture and repeated injections of from 1 to 3 
c.cm. of Calot’s solution. Injections of larger quan- 
tities may produce irritation which will cause the 
formation of melon-seed bodies eventually simulat- 
ing tuberculosis. By this conservative treatment 
painful cicatrization is prevented. 


TOBLER (Z). 


Lang, F. J.: Microscopic Findings in Juvenile 
Arthritis Deformans—Legg-Calvé-Perthes Os- 
teochondritis Deformans Coxze Juvenilis— 
and Comparative Research Regarding the Epi- 
physis of the Head of the Femur, with Particu- 
lar Reference to the Fovea Centralis (Mikro- 
skopische Befunde bei juveniler Arthritis deformans 
—Osteochondritis deformans juvenilis coxae Legg- 
Calvé-Perthes—nebst vergleichenden Untersuch- 
ungen ueber die Femurkopfepiphyse mit beson- 
derer Beruecksichtigung der Fovea). Arch. f. path. 
Anat., 1922, CCxxxix, 76. 


This article reports a very thorough macroscopic 
and microscopic study of three cases of juvenile 
arthritis deformans and is illustrated by thirty- 
seven excellent photographs and diagrams. 

From anatomical and histological facts it would 
appear that in arthritis deformans the margins and 
region of the fossa and the round ligament of the 
head of the femur are the first to exhibit changes. 
This is true also in juvenile arthritis deformans. 
The author describes the normal fovea and epi- 
physis of the head of the femur in childhood (at the 
second, seventh, ninth, and twelfth year of age) for 
purposes of comparison. 

The diagnostic features of juvenile arthritis de- 
formans are the limitation of the condition of the 
region to the fovea of the head of the femur and the 
evidences of trauma. 

From the standpoint of etiology, two forms are 
distinguished: one, which is bilateral, dependent on 
developmental disturbances, and characterized by 
remarkable symmetry and the presence of numerous 
points of ossification in the epiphysis of the head of 
the femur that have developed in an irregular and 
interrupted manner; and the other, which is uni- 
lateral and appears to be the result of injury to the 
region of the fovea of the head of the femur. 

One of the author’s cases of bilateral juvenile 
arthritis deformans was that of a g-year-old boy. 
The histological changes in the cartilaginous ground 
substance and the osteocartilaginous border were 
not limited to the region of the centers of ossifica- 
tion in the epiphysis, being found also in the os- 
teocartilaginous border of the diaphysis. In the 
acetabulum initial stages of arthritis were seen in 
areas characterized by penetration of the cartilage 
by capillaries. In the fossa acetabuli the chief change 
of a peculiar nature was a deposit of osteophytes 
caused by dragging on the round ligament of the hip- 
joint which had been put in a state of tension by 
flattening of the head of the femur. 

One of the author’s cases of unilateral arthritis de- 
formans limited to the region of the fovea was that 
of a 59-year-old man in whom a very large encap- 
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sulated cyst due to hemorrhage had developed 
apparently as the result of an injury sustained in 
youth. On closer study the local continuation of 
quite typical arthritis deformans was seen in the 
region of the margins of the fovea. 

As a result of mechanical influences of functional 
or traumatic nature, all of the cases studied showed 
foci of splinters of calcified cartilaginous substance 
and collections of détritus, brought often from a 
distance, with reactive changes in the vicinity. In 
certain areas bony trabeculae had been split and 
their fragments rubbed smooth by long-continued 
friction and coated with mucoid material. 

In both forms of juvenile arthritis deformans 
functional and traumatic injuries play a decisive 
role and by their progress and sequela determine the 
insidiously progressive character of the disease. 

As to whether cretinoid bone disturbance favors 
the appearance of juvenile arthritis deformans (Lae- 
wen), the author states that the head of the femur 
of a 1o-year-old cretin examined for comparison 
showed no signs of advancing blood vessel, marrow 
space, or bone formation, and hence no signs of 
deforming arthritis in spite of various local changes 
due to loosening and separation of the cartilaginous 
ground substance of the femoral epiphysis in the 
region of the osteocartilaginous border of the dia- 
physis. STEGEMANN (Z). 


Robin: Two Cases of Deforming Osteochondritis 
of the Hip, One Followed for Eleven Years and 
the Other Complicated by Congenital Lumbar 
Kyphosis (Deux cas d’ostéochondrite déformante 
de la hanche dont un suivi pendant onze ans et un 
autre accompagné de cyphose congénitale lombaire). 
Rev. d’orthop., 1923, XXX, 229. 


The first case was that of a girl of 94 years who 
began to limp eight months before she was ex- 
amined by the author. Her hips appeared thick- 
ened, but the limping did not resemble that of con- 
genital dislocation. Pressure over the heads of the 
femora while she was in the recumbent position 
revealed slight looseness. There was no inguinal 
adenitis or skin change. Movements of the hips were 
normal except for limitation of abduction. The X- 
ray confirmed the diagnosis of infantile deforming 
osteochondritis. There were changes in the head and 
neck of both femora and in both acetabula. The 
epiphyseal line of the head was flattened, the epi- 
physeal cartilage showed irregularities, and the fem- 
oral head was enlarged. On the right side there 
was loss of calcification. Both acetabula were irregu- 
lar and the joint spaces were enlarged. The second, 
third, and fourth lumbar vertebrae showed a kypho- 
sis, and in this area pressure was slightly painful. 
Flexion, lateral bending, and rotation of the spine 
elicited no pain. The reflexes and sensation in the 
legs were normal. 

Antero-posterior X-ray examination of the spine 
showed a dorsolumbar scoliosis to the right with 
decalcification of the third lumbar vertebra. The 
lateral view showed that the body of this vertebra 
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was reduced two-thirds in size. The four other lum- 
bar vertebra were more or less deformed. A fenes- 
trated plaster corset was applied. 

This case was interesting on account of its bilat- 
eral character, which is unusual, and on account of 
the changes in the acetabula and the lumbar 
vertebra. The author is inclined to believe that the 
change in the spine was a congenital aplasia. 

The second case was that of a 13-year-old boy 
with coxalgia and a lump on the right side. Hip 
movement was normal except for slight limitation 
of abduction. The X-ray revealed osteochondritis. 
Eleven years later this patient was a vigorous man 
without any limp or disability but with slight 
atrophy of the thigh muscles. Two skiagrams taken 
eleven years apart are shown. 

KELLOGG SPEED, M.D. 


Kreuscher, P. H.: Unusual Injuries about the 
Knee Joint. Surg. Clin. N. Am., 1923, iii, 1127. 


The author reports three cases of injury to the 
knee joint which prevented extension of the leg on 
the thigh but showed no external evidence of trauma 
except slight bruising of the skin. In the first the 
patella was dislocated downward, in the second it 
was dislocated upward, and in the third it was dis- 
located far outward from its usual position. 

CasE 1. The patient was a man 28 years of age, 
who, while exercising in a gymnasium, suddenly 
slipped, striking his right knee upon a metal bar. 
The accident caused excruciating pain. The leg 
was straightened but very soon the knee joint began 
to swell. The patient was able to flex the knee but 
not to extend it. He entered the hospital six hours 
after the accident. - The X-ray revealed no injury. 
Physical examination showed the knee to be filled 
with fluid. Aspiration was done with the examin- 
ing finger upon the skin just below the patella. 
After one week it was possible to introduce the 
finger deeply into the joint cavity. 

At operation a semilunar incision was extended 
one inch lower than the line of rupture in the cap- 
sule and the skin was dissected back with consid- 
erable difficulty. Numerous shreds of tissue were 
found, some attached to the patella and others to 
the tubercle of the tibia. The capsule was sutured 
and the shreds of tendon were brought together. 
The joint was then closed without drainage and 
placed in a straight posterior plaster splint with 
Buck’s extension of about 10 lbs. After six weeks 
the patient was permitted to make an effort at 
flexing the knee. Eight months after the operation 
he was able to extend the leg without the slightest 
difficulty. 

CasE 2. This case was that of a man 32 years 
of age who was injured in an automobile acci- 
dent. X-ray examination was negative. On physical 
examination ten weeks after the accident the 
stump of the quadriceps extensor tendon was found 
14 in. above the upper end of the patella. A trans- 
verse incision was made. The joint contained a 
very small quantity of clear fluid. The tendon 


stump was found but was too short to allow apposi- 
tion. Two lateral incisions were made just at the 
side of the rectus femoris tendon and extending up- 
ward about 3 in. to divide the attachment of the 
vastus lateralis and the vastus medialis, the stump 
of the tendon was brought down to the patella, 
and the tendons of the lateral muscles were sutured 
in position. The patella was prepared for the 
attachment by incising and deflecting the periosteum 
backward and drilling three holes through the pa- 
tella from before backward. The tendon was then 
brought down and sutured with kangaroo tendon 
by several mattress sutures. This having been done, 
the reflected periosteum was brought back and 
united to the tendon, the wound closed, and a 
posterior splint applied. After seven weeks the 
patient was permitted to make active motion of the 
knee joint. He was able to flex the leg acutely on 
the thigh and to extend it completely with consider- 
able strength. 

Case 3. The third case was that of a woman 
injured in an automobile accident. Examination 
showed the patella to be displaced outward upon 
the external aspect of the knee joint with the leg 
in a flexed position. The patient entered the hos- 
pital one year after the accident. She walked witha 
cane with the right leg in a knock-knee position, 
distinctly flexed. A modification of the Trethowen 
incision was made and the tissues were exposed. 
The fibers of the vastus medialis were found severed 
and the capsule torn. The capsule and the fibers 
of the vastus medialis were reconstructed and the 
wound closed with drainage. The leg is now straight 
and has good function, and the knee cap is in normal 
position. S. C. WoLDENBERG, M.D. 


Boularan and Bounhoure: A Clinical and Anatomi- 
cal Study of a Case of Congenital Genu Recur- 
vatum (Etude clinique et anatomique d’un cas de 
génu recurvatum congénital). Rev. d’orthop., 1923, 
XXX, 245. 

Congenital genu recurvatum is probably the tre- 
sult of ligamentous and diaphyso-epiphyseal changes 
with muscular contractions due to a vicious position 
in the uterus. The pressure may be either extra- or 
intra-uterine. Subluxation of the tibia or femur 
results and is followed by hyperextension of the leg 
on the thigh. Mechanical factors may explain also 
many of the cases of congenital hip dislocation as- 
sociated with this condition. 

The patient whose case is reported was a 6!2- 
year-old girl who entered the hospital for the treat- 
ment of congenital dislocation of the left hip. Genu 
recurvatum on the left side had been present since 
birth. The child’s first teeth appeared when she 
was 8 months old. She was not able to walk before 
her third year. On her admission to the hospital 
the left leg lay in slight abduction and external 
rotation and showed slight shortening. There were 
two deep folds in the peripatellar skin region, some 
degree of genu valgum, almost complete oblitera- 
tion of the popliteal folds, and compensatory scoliosis 
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with pelvic tipping. The left foot was in equinus. 
Palpation revealed posterior dislocation of the fem- 
oral head. The knee showed looseness and marked 
limitation of flexion. 

When the patient walked, the genu recurvatum 
became more marked and she required support. 
Further examination revealed a total loss of power 
in the extensors of the left leg. This the authors 
regarded as the result of an overlooked infantile 
paralysis. 

The Roentgen-ray showed typical dislocation of the 

hip, and the lateral view of the knee joint revealed 
absence of ossification in the patella with antero- 
posterior flattening of the elongated femoral epi- 
hysis. 
‘ The hip was easily reduced by open operation and 
the leg then immobilized in flexion abduction and 
internal rotation, with the knee flexed to go degrees. 
After a few days, fever, sore throat, and a scarlatini- 
form rash appeared and were followed by septicemia 
and death. 

At autopsy great difficulty was experienced in 
reproducing the hip dislocation which had been 
operated upon only a month before. 

Anatomical study of the knee showed the sub- 
cutaneous tissue infiltrated with fat and the muscles 
pale and fatty but well developed and in normal 
position. There was no dislocation of the biceps 
tendon. A pus sac was found under the quadriceps. 
The patella was entirely cartilaginous. The femoral 
condyles were narrow, and the internal was longer 
than the external. The menisci were thickened and 
the upper articular surface of the tibia was inclined 
forward and downward more than normal. 
ligamentous insertions were normal. 

KeELLocG SPEED, M.D. 


Dujarier, C., and Weil, M. P.: Gonorrheeal Arthritis 
of the Knee; Failure of Serotherapy; Arthrot- 
omy; Cure with Conservation of Movement 
(Arthrite blennorrhagique du genou; échec de la 
sérothérapie; arthrotomie; guérison avec conserva- 
tion des mouvements). Bull. et mém. Soc. de chir. de 
Par., 1923, xlix, 308. 

The author operated upon three cases of gonor- 
theeal arthritis of the knee which he had treated 
unsuccessfully with intra-articular injections of serum. 
He opened the joint, cleaned out the détritus, washed 
the surfaces with ether, and closed the capsule com- 
pletely. Mobilization was begun early, and good 
function with only slight limitation of movement 
was obtained. 

In the discussion, Bazy and Rouvillois stated 
that in some cases of gonorrhceal arthritis intra- 
articular serotherapy is very efficacious, but in 
others is without effect or harmful. If local sero- 
therapy is not followed by immediate success, it 
should be abandoned as it may cause irritative 
arthritis. 

Thiery reported that he had treated three similar 
cases by arthrotomy with ideal results. 

RupotpH Marx, M.D. 


All 
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Lewin, P.: Juvenile Deforming Metatarsophalan- 
geal Osteochondritis. J. Am. M. Ass., 1923, 
lxxxi, 189. 

In juvenile deforming metatarsophalangeal osteo- 
chondritis the distal epiphysis of the metatarsal is 
flattened, the neck is broadened, the epiphyseal line 
is irregular, and the joint space is widened. There is 
usually diminished cupping of the phalangeal articu- 
lar surface and also possibly the presence of loose 

ies. 

The condition is thought to be analogous to Legg- 
Perthes disease of the hip, Koehler’s disease of the 
scaphoid, and Osgood-Schlatter disease of the tibia. 
It was first described by Freiberg in 1913 as “in- 
fraction of the metatarsal head.” The author has 
collected sixty-three case reports from the literature 
and adds two of his own. 

The condition has been attributed to trauma, dis- 
turbances of circulation, and infection. Freiberg, 
Campbell, and others believe that trauma is the 
cause. 

The second toe is the one most often affected, 
the explanation being that this metatarsal bears the 
brunt of the impact in jumping on the balls of the 
feet because it is longer than the others. Legg re- 
gards trauma as the cause of a circulatory disturb- 
ance which results in atrophy of the epiphysis. 
Axhausen attributes the lesion to blocking of the 
end arteries by emboli of tuberculous fragments or 
weakly virulent pyogenic cocci. 

The disease is most frequent in adolescence. The 
symptoms are pain, tenderness, and limitation of 
motion. Swelling is usually present because of 
exudate, but no increase in joint tension is demon- 
strable. 

It is possible that certain cases of metatarsalgia, 
especially those of children, may be due to this con- 
dition. 

The diagnosis is based on the history and the 
roentgen-ray examination. In the differential diag- 
nosis, metatarsalgia, periostitis, fracture, dislocation, 
syphilis, and Still’s disease must be considered. The 
prognosis is excellent, the symptoms lasting only a 
few weeks. 

The treatment is similar to that of metatarsalgia, 
ie., relief from weight bearing. 

The first case reported by the author was that of 
a girl of 14 years. Pain had been present at the base 
of the third toe for six months. There were no visible 
or palpable abnormalities. Tenderness was found 
over the head of the third metatarsal. The diagnosis 
was confirmed by the X-ray. A cure was effected in 
five weeks by the application of a splint to the toe 
and the use of crutches. 

The second case was that of a girl of 12 years who 
complained of pain in the ball of the foot and tender- 
ness over the head of the second metatarsal which 
had been present for two weeks. The diagnosis 
was confirmed by the roentgen ray. The symptoms 
disappeared in about two months under treatment 
with the deep-therapy lamp and alpine light. 

A. Crark, M.D. 
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SURGERY OF THE BONES, JOINTS, 
MUSCLES, TENDONS, ETC. 


Hey Groves, Putti, MacAusland, and Others: Dis- 
cussion on Arthroplasty at the International 
Congress of Surgeons. Brit. M.J., 1923, ii, 122, 


Arthroplasty was defined as an operation per- 
formed upon an ankylosed joint to restore mobility. 

Hey Groves, Putti, and MacAusland agreed in 
general on the following points: 

1. The patient should be of an age and state to 
withstand a long and traumatizing operation, men- 
tally cooperative, and able to endure tedious hospi- 
talization. 

2. The most favorable results are obtained in 
cases following trauma, pyemia, or gonococcal in- 
fections in which the infection is at an end. 

3. Osseous ankylosis is easier to correct than fi- 
brous ankylosis. Ankylosis of tuberculous origin 
should be operated upon only exceptionally. 

4. There are absolute indications for arthro- 
plasty in ankylosis of the mandible, bilateral anky- 
losis of the hip, ankylosis of the elbow in extension, 
and polyarticular ankylosis. 

5. Incases of ankylosis of one knee, arthroplasty 
should be advised with caution as lateral stability 
and security are of first importance. 

With regard to the development of the operation, 
special reference was made to Baer’s work with 
chromicized pig’s bladder and Murphy’s advocacy 
of the pedunculated flap. Putti and Page have 
found the use of free fascia most successful. Es- 
sentials in the operation are the formation of a 
sufficient gap between the bone ends, the shaping 
and covering of the articular facets, the provision 
of ligaments and synovial fluid, the prevention of 
undue mobility, and the restoration of function. 

The first passive motions should be begun twelve 
to fifteen days after the operation. Sanby of Lyons 
stated that surgical mobilization of ankylosed joints 
has been little done in France as Ollier’s mobilizing 
resection still continues in vogue. He maintained, 
however, that arthroplasty is an improvement. 

Elmslie of London contended that the ankylosis 
of any individual hip, knee, or ankle in good position 
is preferable to the results obtained by any form of 
arthroplasty, but advocated the latter in cases of 
ankylosis of non-weight-bearing joints in which 
it is easier to obtain free movement. 

Jirasck stated that in arthroplasties done in Ka- 
kula’s clinic in Prague the interposition method with 
the use of fat grafts has given good results. 

R. C. Lonercan, M.D. 


Hecquet: Total Subperiosteal Removal of the Clav- 
icle in a Case of Osteomyelitis and Regenera- 
tion of the Bone (Ablation totale sous-périostée 
de la clavicule dans un cas d’ostéomyélite et repa- 
ration de l’os). Presse méd., Par., 1923, xxxi, 276. 


In osteomyelitis of the clavicle in adolescents an 
incision through the periosteum the entire length of 
the bone is usually sufficient to effect a cure. In 
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some instances, however, the inflammation contin. 
ues and a sequestrum of the entire bone is formed, 
In the author’s case of acute osteomyelitis the 
sequestra and the clavicle were removed en bloc, 
but because of preservation of the periosteum the 
bone was completely regenerated. The clinica] 
course was complicated by orchitis, temporo-maxil- 
lary inflammation, and myocarditis. All of these 
cleared up after the use of autogenous vaccines. The 
orthopedic and functional result was very good. 
There was no compression of the brachial plexus 
or pain in the shoulder or arm. Function was com- 
pletely restored. KeLtocc Speep, M.D. 


Page, C. M.: Four Cases of Flexion Contracture of 
the Forearm Treated by a Muscle-Sliding Oper- 
ation. Proc. Roy. Soc. Med., Lond., 1923, xvi, 
Sect. Orthop., 43. 


The operation described consists in detaching the 
origins of the entire flexor group of the forearm. If 
the flexor longus pollicis is contracted, the process 
of muscle stripping is carried across the inter- 
osseous membrane so that the attachment of the 
thumb flexor to the front of the radius will also be 
raised. The bicipital fascia is divided if necessary. 
The hand is put up in the corrected position on a 
metal splint. A few days later the splint is replaced 
by a plaster mold. 

Voluntary control of the muscles is lost or be- 
comes very weak but is recovered gradually after 
a few days. Throughout the convalescence, physio- 
therapy is employed with proper splinting. 

Of four cases treated in the manner described the 
results were good in two, fair in one, and unsuccess- 
ful in one. Rupotpe S. Reicu, M.D. 


Colonna, P. D.: Hamstring Transplantation for 
Quadriceps Paralysis. J. Bone & Joint Surg., 1923, 
V, 472. 


The author reviewed 101 cases to determine the 
end-results of transplanting one or more hamstrings 
for loss of function in the quadriceps. In seventy- 
eight cases transplantation of the biceps was done, 
and in twenty-three the inner hamstrings were used. 
Seventy-five of the cases were operated upon by 
Whitman. 

In paralysis of the quadriceps alone without as- 
sociated joint deformity an ideal result may be 
obtained. In cases of deformity, such as knock 
knee, etc., the deformity must be corrected first. 

In walking, extension is assisted by gravity. 
Weight-bearing necessitates a strong quadriceps to 
hold the leg extended. 

In some cases a stabilizing operation on the foot 
is necessary to permit the use of the transplanted 
hamstrings. In twenty cases astragalectomy was 
performed. The technique was the same for all 
cases. An incision was made on the outer or inner 
side of the thigh, extending from about the middle 
to a little below the knee. The biceps insertion with 
a section of bone or cartilage was separated from the 
head of the fibula with the short attachment of the 
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biceps to the femur, care being taken not to injure 
the peroneal nerve. The muscles were exposed high 
enough to permit pull in a direct line from the ischial 
tuberosity to the patella. An incision was then made 
to expose the quadriceps tendon and the trans- 
planted tendon was drawn through the subcutaneous 
tunnel. The bony fragment on the end of the tendon 
was secured under the periosteal covering of the 
patella by means of kangaroo sutures. 

The wounds were then closed with plain cat- 
gut and a cast was applied from the toes to the 
groin with the knee in full extension. The cast 
remained on for from six to eight weeks. The 
posterior shell was then retained as a splint and 
exercises begun in bed. After three or four weeks the 
patient was allowed to bear weight on the limb, 
but wore a supporting brace for several months. 

The author draws the following conclusions: 

1. Satisfactory results are the rule. 

2. Deformity should be corrected before the 
transplantation is done. 

3. Transplantation of the biceps gives better 
results than transplantation of the other ham- 
strings, provided the biceps is strong. 

4. Negative results may follow if the hip extensors 
are also paralyzed. Joun MircHett, M.D. 


Engel, H.: The Operative Treatment of Hallux 
Valgus on a Physiological Basis (Zur Frage der 
operativen Behandlung des Hallux valgus nach 
physiologischen Grundsaetzen). Arch. f. orthop. u. 
Unfall-Chir., 1923, xxi, 437. 

The author, using Gocht’s material, investigated 
the question as to whether the old hallux valgus 
operation of Hueter, as practiced at the university 
orthopedic clinic, compares favorably with the new 
method of Ludloff and Hohmann which is founded 
upon a physiological basis. The operation recom- 
mended in Germany by Rose and in France by 
Sayre and later systematically employed by Hueter 
consists in removal of the head of the first meta- 
tarsal. Gocht practiced it for twenty-five years in 
numerous cases with excellent results. The author 
re-examined the cases treated in the period from 1916 
to 1920. To eighteen of these he adds three more 
from Gocht’s private practice. 

Engel comes to the conclusion that Hueter’s 
method of operation, which is still most favored in 
Germany and France, meets with the physiological 
demands established by Ludloff and Hohmann. It 
does away with the deviation of the great toe, with 
the formation of bursa and exostoses on the median 
pole of the head of the first metatarsal, with ten- 
don transplantation, and with subluxation and 
turning of the toe. The shortening of the first 
metatarsal through the removal of its head, and 
in some cases of a portion of the adjacent shaft, 
results in balancing of the fixed and the elastic 
forces operating against the valgus position of the 
great toe. In injury to the supports of the arch, 
particularly the adductor hallucis, a cure of the 
spreading arch usually does not occur. As a rule 
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the mechanism of the great toe is almost entirely 
restored as regards its active and static function in 
the course of a year and a half. Therefore in the 
author’s opinion the old Hueter method of operat- 
ing for hallux valgus is as physiological as the 
method of Ludloff and Hohmann. The results 
obtained by Gocht with this method were satisfac- 
tory. Grass (Z). 


FRACTURES AND DISLOCATIONS 
Henderson, M. S.: Non-Union in Fractures: The 
Bone Graft. J. Am. M. Ass., 1923, \xxxi, 
463. 

This article is based on a review of 221 cases of 
non-union culled from approximately 1,000 cases 
of old fractures consisting of malunions, delayed 
unions, etc., that have been observed in the Mayo 
Clinic during the last ten years. In making this 
classification a sharper line has been drawn than 
formerly in separating the cases of non-union from 
the cases of delayed union. 

One hundred and eighty-four of the 221 cases 
were traced; union has occurred in 138 (75 per cent) 
and has failed to occur in forty-six (25 per cent). 
Twenty-seven patients were not traced, and ten are 
still under observation. 


FINDINGS IN 221 CASES, MAY 21, 1923 
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The fractures involving the different bones are 
discussed in detail as to their site, etc. There were 
nine cases of non-union of a fracture of the tibia 
which had been sustained at birth or in infancy. 
Operations performed in six of these before the age 
of puberty were all failures, but in the cases operated 
upon after the age of puberty union resulted. On 
the basis of this experience with intractable non- 
union in children it is thought advisable to post- 
pone operative measures until after puberty, main- 
taining the length and alinement of the leg as well 
as possible by the use of braces. 

It was found that a detailed statistical study was 
of little or no value with regard to the etiology. All 
of the patients were free from constitutional dis- 
abilities which might have a bearing on the con- 
dition, with the exception of osteitis fibrosis cystica. 
Syphilis was a negligible factor in the series. Except 
in fractures of the hip, the interposition of muscle 
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combined with severe twisting and crushing trauma 
was regarded as the most probable common cause 
of non-union. 

A chemical analysis of the blood was made in 
twenty-one cases. In certain cases there was a 
suggestion of lowered magnesium content, but other- 
wise the findings were negative. 

Attention is directed to the fact that many failures 
are due to the lighting up of infections in old chronic 
cases, and that it is well to beware of the recently 
healed sinus, the scar that is red, local heat that per- 
sists, and a semi-brawny “feel” of the part. In 
the majority of cases the massive graft is preferred 
to the ordinary inlay graft of Albee; in addition, 
the osteoperiosteal graft is used. Beef-bone screws 
are employed to fix the graft firmly to the parts. 

In reviewing the cases as a whole the author 
states that the incidence of non-union was greater 
in the femur than in any of the other bones; there 
were forty ununited fractures of the neck and 
thirty of the shaft of the femur. The tibia ranked 
next with fifty-four; the humerus had forty-one; 
the radius alone had twenty; the radius and ulna 
combined, eighteen; the patella, nine; the ulna, 
alone, eight; and the clavicle, one. The causes of 
non-union are usually indeterminate, but the inter- 
position of muscle fibers, fixation which is inade- 
quate not only in quality but also in quantity 
(time), too early weight-bearing, and needless in- 
spections and examinations when the union is 
delayed may be mentioned as chief among the local 
causes. In the author’s experience, general or con- 
stitutional conditions have rarely been of conse- 
quence. It seems paradoxical that any number of 


fractures may heal in a frail, pale, worn-out-appear- 
ing child with osteogenesis imperfecta, whereas not 
one may unite in a large, robust man. Severe crush- 
ing and twisting trauma may so devitalize the tissue 
and lead to the formation of scar tissue as to be a 


factor in the production of non-union. There is 
also the inexplicable type of non-union occurring 
even though the ends of the bone are in apposition, 
the position is all that could be desired, and the 
treatment is in all respects satisfactory. 

The average percentage of successful results in 
the series of cases reviewed was 75, ranging from 
57-5 in fractures of the hip to 93.3 in those of the 
radius. Named in the order of best results, the 
bones were the patella, radius, ulna, tibia, humerus, 
shaft of the femur, and neck of the femur. The 
failures, the author believes, were due chiefly to the 
use of a small graft, improper and inadequate in- 
ternal fixation of the graft, inadequate externa! 
fixation, and sepsis. There were twenty-two in- 
fections following operation, approximately ‘10 per 
cent. The fact that infection occurred in ten of 
the 133 fractures in the lower extremities and in 
twelve of eighty-eight fractures in the upper extre- 
mities suggests that the lower extremity is more 
resistant to infection than the upper. The rarity 
of infections following extensive operations on the 
feet substantiates this view. 
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The massive graft with proper internal fixation, 
the selection in the previously infected cases of the 
most opportune time for operation, the avoidance 
of prolonged operations, the maintenance of ade- 
quate postoperative fixation, and, in the lower 
extremity, the avoidance of too early weight-bear- 
ing will materially increase the percentage of suc- 
cesses. M. S. HENDERSON, M.D. 


ps, P.: The tive Treatment of Acro- 
mio-Clavicular Dislocations (Le traitement sang- 
lant des luxations acromio-claviculaires). Bull. et 
mém. Soc. de chir. de Par., 1923, xlix, 294. 


The author has operated upon five cases of acro- 
mio-clavicular dislocation complicated by rupture 
of the coraco-clavicular ligaments. In this severe 
form of dislocation the most important condition is 
the rupture of the ligaments. In the connection 
between the clavicle and the scapula, the fixation 
due to the ligaments is of more importance than the 
mobility due to the joint. Therefore this connection 
must be restored in order that the shoulder girdle 
may be moved en bloc above the thorax. 

In four cases the author brought the coracoid proc- 
ess and the clavicle together by means of a strong 
wire without suturing the clavicle to the acromion 
directly. In two cases removal of the wire was 
necessary later. In the last one, strong silk was 
used. This tore after a few days, but not until suffi- 
cient consolidation had occurred. 

The immediate results were satisfactory in every 
instance. The only patient whom the author has 
been able to trace for a long time has full mobility 
of the shoulder. RupotrH Marx, M.D. 


Davis, G. G.: The Treatment of Dislocated Semi- 
lunar Carpal Bones. Surg., Gynec. & Obst., 1923, 
XXXVii, 225. 

When dislocation of the semilunar carpal bone is 
diagnosed immediately, it is treated by manipula- 
tion. When the diagnosis is not made until after 
a number of weeks or months and when the dis- 
location cannot be reduced by manipulation, open 
reduction with the use of a semilunar skid is in- 
dicated. When the condition has not been diag- 
nosed or operation has been refused or has failed, the 
semilunar bone should be removed. Davis recom- 
mends the following method for open reduction: 

An incision is made over the dorsal surface of the 
wrist, and flexion of the wrist and traction on the 
hand with countertraction on the arm are employed 
to increase the space between the bones. A special 
nickel steel skid curved on the flat surface is then 
inserted between the closely wedged bones so that 
the distal curve of the skid engages the lip of the 
semilunar bone and the proximal curve slides over 
the os magnum. 

If reduction cannot be effected by means of the 
skid, it is advisable to remove the bone by an an- 
terior incision rather than to endeavor to take it out 
through the usual dorsal incision employed for the 
open reduction. 


Oo 
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Four cases are reported and the article is illus- 
trated with fifteen roentgenograms. 
S. C. WoLDENBERG, M.D. 


Dujarier, C.: Pseudarthrosis of the Neck of the 
Femur; Osteoperiosteal Grafting; Cure (Pseud- 
arthrose du col fémoral; greffe ostéo-périostique; 
guérison). Bull. et mém. Soc. de chir. de Par., 1923, 
xlix, 354- 

The case reported was that of a man 23 years of 
age who fractured the neck of his femur in a fall. 
Four and one-half months after the accident the 
author resorted to osteoperiosteal grafting because 
of non-union. The patient was then put to bed 
without supporting apparatus. 

After thirty-eight days he was able to raise his 
heel, and at the end of three months was able to 
walk without pain, and the clinical and X-ray find- 
ings were very satisfactory. 

Rupotew Marx, M.D. 


Walther: The Result of Suture of an Old Frac- 
ture of the Patella Followed by Suture of the 
Patellar Tendon Thirty-Two Years Later (Ré- 
sultat d’une suture pour fracture ancienne de la 
rotule, puis d’une suture du tendon rotulien trente- 
deux ans aprés la derniére opération). Bull. et mém. 
Soc. de chir. de Par., 1923, xlix, 193. 


After treatment in March, 1890, for fracture of 
the right patella by means of Duplay’s hooks, the 
patient whose case is reported experienced pain in 
walking. After a second fall, when he first consulted 
the author, the knee was stiff, the two patellar frag- 
ments were distinctly separated, the upper frag- 
ment was immobile, and the quadriceps was atro- 
phied. At operation the upper fragment was let down 
by dissection high up on the tendon, the fractured 
surfaces were freshened, and the fragments were 
wired together with silver wire. (The author did 
not begin to use horsehair for bone sutures until 
1893.) The leg was immobilized sufficiently for 
bone union and then given exercise. Ultimately 
the patient returned to his work of delivering heavy 
bags of coal. 

In March, 1911, he fell from a ladder with a sack 
of coal on his shoulder and with his leg doubled under 
him. After this accident there was extensive infil- 
tration, and a distinctly palpable depression was 
noted between two fragments. At operation the 
quadriceps tendon was found torn from the patella. 
Its cup-shaped infiltrated end had suggested an 
upper fragment. The old fracture showed solid 
bony union. The silver wire sutures were removed. 
Following suture of the quadriceps tendon to the 
patella the patient made a complete recovery and 
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returned to his work. In 1923, after service through 
the war, the functional result was still unimpaired. 
Championniére believes that this case is the first 
direct verification of osseous callus after suture of the 
patella. “Watter C. Burkert, M.D. 


Labey, G.: Fracture of the Internal Head of the 
Tibia with Great Displacement; Osteosynthe- 
sis; Early Walking (Fracture unicondylienne in- 
terne du tibia avec gros déplacement; ostéosyn- 
thése; marche précoce). Bull. et mém. de Soc. de 
chir. de Par., 1923, xlix, 195. 


A girl 16 years of age was struck by an automobile 
and fell upon her right knee, sustaining an oblique 
articular fracture of the right tibial plateau, includ- 
ing the spine, and inward displacement of the frag- 
ment and the lower end of the femur. The external 
condyle of the femur being wedged in the gap be- 
tween the articular surfaces of the displaced tibial 
fragment and the external half of the upper border 
of the tibia, the outer half of the articular surface 
of the tibia lost all contact with the femur and 
appeared to be displaced outward. 

Under spinal anesthesia induced with novocaine 
a horseshoe-shaped incision with its base upward 
was made and extended laterally from behind the 
femoral condyles and anteriorly under the tuberos- 
ity of the tibia. The patellar ligament was laid 
bare, and the anterior tuberosity detached and lifted 
up with the tendon to expose the joint. The joint 
contained clots of blood. The external condyle was 
disengaged from between the two fragments of the 
tibia by inclining the knee inward. The fragment 
consisting of the internal tibial plateau was brought 
back and retained in position with Lambotte’s 
clamps and the displacement of the femur was 
similarly reduced. The fragment was fixed in place 
by a long screw of wood with a head plate inserted 
transversely. The anterior tibial tuberosity was re- 
applied and fixed with two nails. The leg was then 
put up in extension. 

The stitches were removed on the eighth day, 
and mobilization and massage were begun on the 
following day. The patient began to walk on the 
fifteenth day, and on the twenty-eighth day walked 
without a cane and ascended and descended stairs. 
Extension was complete and flexion was possible 
almost to a right angle. The postoperative X-ray 
examination showed perfect restitution of the articu- 
lar surface of the tibia but slight posterior displace- 
ment of the internal tibial plateau. 

In the author’s opinion, open reduction by the 
transpatellar route of Alglave or the trans-tibial 
route gives the best anatomical and functional re- 
construction. Wa ter C. Burket, M.D. 
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BLOOD VESSELS 


Hinman, F., Morison, D. M., and Lee-Brown, R. 
K.: Methods of Demonstrating the Circulation 
in General as Applied to a Study of the Renal 
Circulation in Particular. J. Am. M. Ass., 1923, 
Ixxxi, 177. 

The exact reproduction of the vascular system by 
improved methods of injection and photography is 
superior to the best drawings and diagrammatic 
sketches. Hinman states that the celloidin injection 
method is best for demonstrating gross detail and 
the dye method is best to reproduce the minute 
capillaries. When preservation of the specimen is 
sought, the barium-sulphate X-ray study of the 
circulation is most desirable. 

Morison describes a modification of the Kras- 
suskaja and Huber method of celluloid corrosion. 
An injection mass composed of celluloid in acetone 
is used. When this is injected into cavities or blood 
vessels containing moisture, the celluloid is pre- 
cipitated out and forms a cast, and the water read- 
ily combines with the acetone. The tissue is then 
macerated so that only the casts of the vessels re- 
main. Solutions are made up of acetone, varying 
percentages of celloidin (the coarser the vessel to be 
injected the larger the amount of celloidin), and 
camphor and placed in stock “pressure” bottles 
provided with a two-holed rubber stopper with 
glass and rubber connections. Thoroughly dried 
celloidin (Schering) or washed X-ray films are em- 
ployed, the latter for coarse vessels. Various dyes 
are used to color these solutions: cobalt blue, cin- 
nabar (red), etc. Alkanin (red) is the best for capil- 
lary injections; the finer the vessels to be injected the 
greater the quantity of dye necessary. 

The solution is forced into the vessels by means 
of an apparatus consisting of a Wolffe bottle with a 
mercury manometer attached to a compressed air 
tank. Standard pressures are worked out for the 
injection. The vessels, which must be a closed circuit, 
are first washed with saline solution. A cannula 
is connected with the vessel, all air is eliminated 
from the system, and the required pressure is applied 
in the bottle. For gross specimens the injection 
is continued for thirty minutes at full pressure and 
the positive pressure is maintained for twelve to 
twenty-four hours. When large vascular trunks and 
the finer ramifications are to be injected, a weak 
celloidin solution is injected first for about five 
minutes and then a heavier solution is used. Capil- 
lary injection specimens must “‘set’’ for from one to 
three hours, and coarser preparations for from 
twelve to twenty-four hours. Corrosion or digestion 
of the surrounding tissues is accomplished by im- 
mersing the specimen in 0.3 to 0.5 per cent hydro- 
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chloric acid for three or four days or 75 per cent 
hydrochloric acid for from twelve to twenty-eight 
hours. The macerated tissue is removed with a fine 
stream of water. The specimens are mounted in 
water, formaldehyde, and glycerin under watch 
glasses on plate glass or in rectangular jars. 

On the basis of specimens similarly prepared, 
except that they are kept in a water bath at body 
temperature during the irrigation if fine injections 
are to be done, Lee-Brown describes the roentgeno- 
logical study of renal and other vessels injected 
with substances impervious to the X-ray. The 
completeness of the injection depends upon the 
viscosity of the injecting fluid, the nature of the 
specimen, and the pressure. Lower pressure is 
required for veins than for arteries. If the roentgeno- 
gram is to be made immediately after the injection, 
an aqueous solution of barium sulphate may be used 
for fine injections. If immediate roentgenography is 
impossible or larger vessels are to be demonstrated, 
a thin suspension of barium sulphate in a 50 per 
cent aqueous solution of sodium bromide is used. 
For repeated roentgenograms, gelatin kept well 
above body temperature is used instead of water. 

For the demonstration of capillary distribution 
aqueous solutions seem to be superior to gelatin 
solutions. An aqueous solution of Berlin blue is 
best as it allows complete injection, causes no dis- 
tortion, and is simple to prepare, chemically inert, 
and not affected by reagents used subsequently. 

Louts S. Faust, M.D. 


Stincer, E.: Anomalies of the Obturator Artery 
and Their Surgical Importance (Las anomalias 
de la arteria obturatriz y su importancia quirurgica). 
Rev. de med. y cirug. dela Habana, 1923, xxviii, 382. 

The author calls attention to an anomaly of origin 
of the obturator artery which he does not find 
described in the textbooks. The obturator artery 
may arise from the external iliac, the epigastric, or, 
very rarely, from the femoral artery, either directly 
or from a trunk common to the epigastric. 

The anomaly observed by the author was a very 
thick and tortuous obturator artery arising from the 
femoral artery. From its origin it was directed up- 
ward and inward, crossed the femoral vein, and 
passed through the crural ring to the pelvis; thence, 
after curving several times and without joining any 
other vessel, it passed toward the subpubic conduit 
and became distributed in the usual way. This 
anomaly was unilateral and occurred in a male. 

The possibility of arterial anomalies should «l- 
ways be borne in mind. The anomaly described 
may compress the femoral vein and by obstructing 
the return circulation cause oedema in the lower 

b W. A. BRENNAN, 
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Firson, A.: The Use of Physiotherapy in Intermit- 
tent Claudication (Die Anwendung der Physio- 
therapie bei Claudicatio intermittens). Wratscheb- 
noje Djelo, 1922, v, 221. 

The author divides his cases of intermittent clau- 
dication into two groups, those in which the limp- 
ing is due to arteriosclerosis alone and those in which 
it is due to arteriosclerosis and neuritis. The cases 
of the first group he treats by diathermy applied 
locally and over the heart and by d’arsonvalization 
and hot air baths. In those of the second group he 
employs galvanization in the four-cell bath in addi- 
tion. 

In all of four cases reported there was very marked 
improvement in the patient’s condition, and in 
some of them the limping disappeared entirely. 

Von Hotst (Z). 


BLOOD AND TRANSFUSION 


Herzfeld, E., and Schinz, H. R. : Blood and Serum 
Examinations Immediately Before and After 
Roentgen Irradiation (Blut- und Serumunter- 
suchungen unmittelbar vor und nach Roentgen- 
bestrahlung). Strahlentherapie, 1923, xv, 84. 


Studies of the influence of the X-ray on the blood 
which have been made to date have been directed 
primarily toward the changes in the morphological 
blood picture. The decrease in the number of 
leucocytes after an initial leucocytosis, which is 
probably merely a pseudoleucocytosis, i.e., a dis- 
persal leucocytosis, is caused, not by the destruction 
of the leucocytes circulating in the blood, but by 
raying of the blood-forming organs and the destruc- 
tion of lymphoblasts, myeloblasts, and immature 
polynuclears. The erythrocytes circulating in the 
blood are equally insensitive to the X-ray. 

The authors’ investigations were directed first 
toward measuring the absorption in the blood. No 
differences in absorption were found between distilled 
water, Ringer’s solution, and blood. Therefore with 
equal layers on the water phantom the depth doses 
could be read directly and compared with those in 
samples of blood and serum. Viscosity determina- 
tions showed that immediately after deep raying 
the viscosity and the albumin content of the serum 
are diminished. Raying in vitro caused a marked 
acceleration of coagulation. Harms (Z). 


Giffin, H. Z., and Holloway, J. K.: Hemorrhagic 
Purpura. Med. Clin. N. Am., 1923, vii, 241. 


It is pointed out that usually a normal coagula- 
tion time, a prolonged bleeding time, and an intrac- 
tile clot associated with a marked decrease in the 
blood platelets are characteristic of haemorrhagic 
purpura, and that it is necessary carefully to dis- 
tinguish this condition from hemophilia as ordi- 
narily the former is amenable to surgical measures. 

The reduced platelet count (thrombopenia) is 
apparently the characteristic but unexplained 
feature of hemorrhagic purpura, since severe bleed- 
ing apparently does not occur until the platelet 
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count is below 60,000 for each cubic millimeter. 
Theoretically, the reduction in the platelets is the 
result of rapid destruction, and not of decreased 
production. There is reason to believe that the proc- 
ess is toxic, due primarily to some infection; that 
the toxin which acts on the blood and perhaps also on 
the vessels is, instead of the original organism, a 
secondary product, an abortive substance designed 
originally to protect. Splenectomy has been per- 
formed in the belief that the production of this toxin 
is essentially the function of the hemolymph system 
of which the spleen is the major element. In several 
severe cases the results have been excellent. 
Elimination of foci of infection in the minor and 
transitory cases is advised. Transfusions are usually 
necessary and are effective in improving the anemia. 
A case report and a tabulation illustrate the futility 
of therapeutic measures in severe cases. However, in 
selected cases, splenectomy in conjunction with 
transfusions before and after operation appears to be 
a life-saving procedure. One patient mentioned is in 
excellent health three months after this operation. 
J. K. Hottoway, M.D. 


Marafién: Hemorrhagic Con.plications Follow- 
ing the Use of Bismuth Salts (Accidents hemor- 
ragicos en enfermos tratados por las sales de bis- 
muto). Arch. de med., cirug. y especial., 1923, xi, 
an. de la acad. méd.-quirdarg. espafi., 379. 


Marafién reports three cases of severe hemorrhage 
occurring in patients treated with bismuth salts. 
He concludes that in the cases of persons with a 
tendency to bleed, the use of these salts should be 
avoided entirely or they should be employed only 
with great caution. W. A. BRENNAN. 


Peterson, M. F., and Mills, C. A.: A New Method 
for Accurately Determining the Clotting Time 
of the Blood. Arch. Int. Med., 1923, xxxii, 188. 


The method described is based on the fact that 
when clotting first begins the blood ceases to flow 
back and forth in a capillary tube. Capillary tubes 
with an inside diameter of from 0.6 to 0.8 mm. are 
drawn from clean glass tubing and cut into about 
11%4-in. lengths. The blood is obtained from a stab 
wound of the finger or ear after the first drop has 
been wiped off. The tube is touched to the second 
drop and the blood allowed to flow in by capillary 
attraction, about 14 in. of the tube being left un- 
filled. The time is counted from the appearance of 
the second drop over the wound. Slight pressure 
to cause the drop to form rapidly is permissible, 
provided it is applied at a little distance from the 
wound. 

After the tube has been filled, it is placed in one of 
the creases of the palm and completely covered by 
closing the hand. This gives a uniform temperature, 
somewhat below that of the body (about 35 degrees 
C.), and obviates the necessity for a water bath or 
chamber of any sort. By simply opening the hand 
slightly for observation when inverting the tube, 
one may note the end point without changing 
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the temperature or disturbing the tube. The tube 
should be gently inverted every thirty seconds, the 
time when the column ceases to move being noted. 
Jarring and shaking tend to prolong the clotting 
time and should therefore be avoided. 

Morris H. Kaun, M.D. 


Guthrie, C. G., and Huck, J. G.: On the Existence 
of More Than Four Isoag¢glutinin Groups in 
Human Blood. Bull. Johns Hopkins Hosp., Balt., 
1923, XXxiv, 38, 80, 128. 


This interesting and important study of the re- 
actions between the bloods of different persons was 
begun in connection with the study of the blood of 
a patient (C. T.) with sickle-cell anemia, concerning 
the type of whose blood there was some doubt. 

When the patient’s red cells were matched with 
fresh serum from Groups II and III, they were ag- 
glutinated by the first and not by the second, indi- 
cating that she belonged to Group III. However, 
when her serum was matched with Group II cells, 
and her cells with Group II serum, there was no 
agglutination in the first instance, indicating that she 
belonged to Group I. 

Repeated tests of the patient’s blood with known 
members of the four groups showed that her serum 
acted as the serum of Group I, i.e., it did not agglu- 
tinate the cells of any of the other groups, but that 
her cells behaved as those in Group III, i.e., were 
agglutinated by the serum of Groups II and IV. 
Cross-agglutination tests with the blood of fifty- 
nine different persons during a period of three 
months gave similar results. 

It was found further that the blood of the patient’s 
brother, a married sister, and one of the married 
sister’s four children acted like the patient’s blood. 
In other words, four persons belonging to the same 
family were found whose red cells acted like those 
of persons belonging to Group III, and whose serum 
acted like that of persons of Group I. 

Although the patient’s serum repeatedly failed to 
agglutinate the cells of members of Group II, a 
patient (D. J.) considered as a typical member of 
Group II was eventually found whose red cells were 
agglutinated by C. T.’s serum, not only once, but 
repeatedly, over a period of two months. Further, 
among 142 hospital patients thirteen were found 
whose blood acted like that of members of Group II, 
except that their red cells, like those of D. J., were 
agglutinated by C. T.’s serum. 

The blood formule of the four groups and the 
formula of the blood of the patient (C. T.) are 
shown in Table I. 


TABLE I.—BLOOD FORMULZ OF THE FOUR 
GROUPS ACCORDING TO LANDSTEINER ET AL. 
Agglutinin Agglutinogen 


in serum in red ce 


Absorption experiments were then carried out as 
follows: 

Washed red cells were added to different blood 
sera in order to absorb the agglutinins present, 
After two hours the specimens were centrifugalized 
and fresh, washed red cells added to the clear sera 
in order to determine whether any agglutinins were 
left. Table II illustrates the nature of these experi- 
ments: 


TABLE II.—PROTOCOL OF EXPERIMENT 12 


Ab- 
sorbed 
Tube ith Subsequent agglutination with red ‘ 
No. | Serum | Veg 
blood 
cells 
| 
Group | Group 
Vv II |GroupI 
(L.K.)} .... | + 


From such absorption experiments the authors 
conclude that there are at least three different ag- 
glutinins in human blood sera and three agglu- 
tinogens in human red cells instead of two agglu- 
tinins and two agglutinogens as has been believed 
heretofore. They show that with such a number of 
agglutinins and agglutinogens there are sixty-four 
possible combinations, of which twenty-seven may be 
regarded as biological possibilities. Of these twenty- 
seven possibilities they have found eight in the 
course of the present study, as follows: 


Agglutinin Agglutinogen 
in serum in red cells 

be 
a 


The authors believe that some of the remaining 
nineteen exist as well, and suggest that the apparent 
discrepancies and abnormal behavior cf certain 
bloods reported by Jansky, Ottenberg, Brem, Hooker, 
Anderson, and others may be explained by the facts 
they have brought to light. 

They suggest that some of the reactions observed 
following transfusion from a donor to a recipient 
supposedly of the same group may be due to failure 
to assign one or the other to the correct group be- 
cause of the inherent limitations of the method now 
in general use for grouping unknown bloods. 

From a practical standpoint the authors emphasize 
the importance of using fresh serum and cells in 
making the tests for blood grouping, rather than 
stock sera which may rapidly lose their agglutinative 
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wer, and outline a method of determining the 
exact blood formula of prospective donors. The 
method suggested involves a considerable amount 
of careful laboratory work, but its importance must 
be admitted in view of the facts disclosed by the 
investigation here reported. Sumner L. Kocu, M.D. 


Giffin, H. Z., and Haines, S.F.: A Review of Pro- 
fessional Donors. J. Am. M. Ass., 1923, Ixxxi, 532. 


A group of professional blood donors were studied 
in order to determine whether or not they were 
being permanently injured by repeated bleedings. 
They had made from one to thirty-five donations, 
usually of 500 c.cm. each. In the males no significant 
changes were found in the hemoglobin, the erythro- 
cyte or leucocyte counts, or the reticulated and 
differential white cell counts. Many of the females 
had a moderate secondary anemia; in some cases 
this was out of proportion to the amount of blood 
withdrawn. Many donors felt better after the dona- 
tions than before, and a gain in weight was acommon 
occurrence (50 per cent of the series). 

Blood volume studies made in the cases of five do- 
nors who had been used frequently showed no signifi- 
cant changes in the plasma and cell volumes. Seven 
donors with hypertension showed no permanent 
changes in the blood pressure. A slight increase in 
the blood pressure was a common finding in those 
who had had a normal blood pressure before they 
gave blood. Before donation, a history and complete 
physical examination are obtained and an inquiry 
is made into the social habits of the donor in all cases. 
Complete blood examinations and Wassermann tests 
are made frequently. S. F. Haines, M.D. 


Luney, F. W.: A Citrate Method of Blood Trans- 
fusion Devised to Minimize Post-Transfusion 
Reactions. Canadian M. Ass. J., 1923, xiii, 589. 


Dissatisfaction with the citrate method of trans- 
fusion has resulted largely from the reactions that 
may follow its use. These have been attributed to 
the manipulation of the blood, which brings it into 
contact with foreign bodies, agitation which cools 
it, and its exposure to bacterial contamination. 
Luney describes an apparatus designed to eliminate 
these disadvantages which consists essentially of 
two 1-liter bottles—one to serve as an original re- 
ceptacle and container of 0.2 per cent citrated blood, 
and the other used for physiological saline solution— 
connected by a Y-shaped glass tube to a three-way 
glass stop-cock. By manipulating the stop-cock, the 
contents of Bottle A or B can be drawn into a 
syringe by adjusting artery clamps controlling the 
flow and then, by turning the stop-cock, the contents 
of the syringe may be passed through a tube and 
needle to the recipient. The blood and saline solu- 
tion are kept at body temperature by placing the 
bottles in a basin of warm water. 

The results obtained by the use of this apparatus 
indicate that post-transfusion reactions can be 
largely prevented by eliminating errors in technique. 

A. Henpricks, M.D. 


Carrington, G. L., and Lee, W. E.: Fatal Anaphy- 
laxis Following Blood Transfusion. Ann. 
Surg., 1923, Ixxviii, 1. 

In recent years blood transfusion has become an 
exceedingly important therapeutic measure. Re- 
actions varying in severity occur after all methods 
of transfusion in general use at the present time. 
Whether they are more frequent and severe after 
the citrate method than after the transfusion of 
whole blood is still under discussion. 

Explanation of the reactions following transfusion 
are unsatisfactory. Factors of importance are: 

1. Too rapid introduction of the blood, which 
may embarrass the circulation. 

2. The use of new rubber tubing. The effect of 
such tubing may be prevented by soaking it in nor- 
mal sodium hydroxide solution for six hours. 

3. Incompatibility between the blood of the 
donor and the recipient. Under such circumstances 
the donor’s corpuscles are hemolyzed by the recipi- 
ent’s serum, or the recipient’s corpuscles are hemo- 
lyzed by the donor’s serum, or the corpuscles of 
each are hemolyzed by the serum of the other. 
Hemolysis is preceded by agglutination and the 
latter is the more rapidly fatal of the two. A donor 
may be compatible for one transfusion and incom- 
patible for one given subsequently. 

In the opinion of Lewisohn, Drinker, and Keynes, 
the citrate method is as satisfactory as any. 

The authors report a case of fatal acute anaphy- 
lactic shock occurring one hour after a first trans- 
fusion of 500 c.cm. of blood by the citrate method 
in a case of primary anemia. The blood of the 
donor was carefully typed and cross-agglutinated 
with that of the recipient and there was no apparent 
defect in the technique. After the reaction had 
progressed for several hours, a specimen of venous 
blood showed no evidence of hemolysis or aggluti- 
nation, the urine presented no evidence of hemolysis, 
and there was nothing to indicate infarction in any 
locality. There was no history of asthma or any 
other type of protein sensitization in either donor 
or recipient. The case appeared to be one of true 
acute anaphylaxis. Cyrit J. Grasper, M.D. 


Penfield, W. G., and Teplitsky, D.: Prolonged In- 
travenous Infusion and the Clinical Determi- 
nation of Venous Pressure. Arch. Surg., 1923. vii, 


The authors have devised an apparatus for the 
prolonged intravenous administration of infusions 
in cases in which it is necessary to force fluids. This 
apparatus is particularly useful in the treatment 
of patients who are unable to take large quantities 
of fluid either by mouth or by rectum. The rate of 
flow and the temperature of the solution are con- 
trolled, and provision is made for the frequent de- 
termination of the venous pressure. 

For the continuous infusion the authors recom- 
mend physiological salt solution or less than 10 per 
cent glucose solution. These should be prepared 
daily with fresh distilled water and should be used 
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within twenty-four hours. Great care should be 
taken in the sterilization of all apparatus and uten- 
sils employed as well as of the solution, in order that 
there may be no reaction. The tubing must be care- 
fully handled as it is one of the most frequent causes 
of reaction. In at least two of the authors’ cases 
with a severe reaction the use of new tubing not 
properly prepared was largely responsible. Three 
factors in the reaction are: (1) the temperature of 
the infusion fluid, (2) the hydrogen-ion concentra- 
tion of the solution, and (3) the introduction of a 
foreign substance into the blood. A number of experi- 
ments have shown, however, that the temperature 
and hydrogen-ion concentration of the infusion solu- 
tion may vary considerably without ill effect. 

The infusion may be given from two to four hours 
without tiring the patient. In the authors’ cases the 
rate of flow was from 800 to 1,500 c.cm. per hour. 
As much as 4,500 c.cm. has been given by this 
method in three or four hours. The venous pressure 
is considered the best index of the patient’s condi- 
tion and the effects of the infusion. A rising pres- 
sure is a sign of unfavorable reaction. The venous 
pressure is determined at the beginning of the infu- 
sion, at the end of the first and second half hours, and 
then every hour as long as the infusion is contin- 
ued. In the majority of cases it remains practi- 
cally unchanged, but in shock occasionally falls. 

In cases with marked dehydration the admin- 
istration of large quantities of physiological salt 
solution or Ringer’s solution by this method is of 
great value. Glucose solution is not so satisfactory 
on account of its diuretic action. Woodyatt has 
shown that in the cases of normal persons 0.85 gm. 
of glucose per hour for each kilogram of weight can 
be given intravenously without the appearance of 
glucose in the urine. Anything above this amount 
will cause glycosuria. In the administration of a 
glucose infusion the output of urine usually reaches 
its maximum during the fourth hour. 

Harotp M. Camp, M.D. 
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LYMPH VESSELS AND GLANDS 


Mahon, G. D.: Elephantiasis: A Clinical Review 
and an Attempt at Experimental Reproduction. 
Am. J. M. Sc., 1923, clxv, 875. 


Elephantiasis is characterized by hypertrophy 
of the skin and subcutaneous tissue with vascular 
disturbances and resulting exudate. Bacterial cul- 
tures have been positive during the recurring, active, 
cutaneous reactions, but in a few cases there are no 
local inflammatory manifestations. 

Block of the lymphatics by filaria, with subse- 
quent cedema, does not explain the hypertrophy of 
the connective tissue so characteristic of elephan- 
tiasis. 

The disease begins following lymphangitis, cellu- 
litis, dermatitis, or some other local manifestation 
of a local infection, but sometimes its onset is in- 
sidious. 

The disease is universal in distribution, but is 
epidemic only in tropical and subtropical regions. 

The author studied thirty-three cases in the Mayo 
Clinic. The youngest patient was 12 years of age 
and the oldest 55. In a pathologic study it was noted 
that in cases of insidious onset without local reac- 
tions there was a well-marked lymphocytic infiltra- 
tion in the deeper layers and the aponeurosis showed 
greater thickening with more change in the blood 
vessels of the deeper tissues than in the chorium. 
It was therefore concluded that in many cases of 
elephantiasis the inflammatory reaction necessary to 
produce cell proliferation is caused by low-grade 
organisms confined to the subcutaneous tissue and 
of insufficient virulence to produce local or consti- 
tutional reactions. 

The experimental production of elephantiasis by 
dissecting out the lymphatics of the groin, ligating 
the femoral veins, and injecting organisms obtained 
from two cases of elephantiasis was attempted in 
twenty animals but the results were negative. 

A. C. Jounson, M.D. 
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SURGICAL TECHNIQUE 


OPERATIVE SURGERY AND TECHNIQUE; 
POSTOPERATIVE TREATMENT 


Gernez, M. L.: Autoplasties with the Use of Skin 
Flaps with Long Pedicles (Autoplasties par lam- 
beaux cutanés a longs pédicules). Bull. et mém. Soc. 
de chir. de Par., 1923, xlix, 411. 


In extensive skin defects in which Thiersch grafts 
are unsuitable and skin sliding is impossible, a large 
flap may be cut at a distance, turned back over the 
defect, and subsequently replaced in its original 
position after utilization of the terminal portion as 
described by Moure. 

The author reports the use of this method in the 
case of a soldier with a triangular-shaped loss of 
skin over the Achilles tendon, 7 cm. wide at the base 
and 7 cm. high, which was caused by a shell fragment. 
The callous ulcer had been present for six months 
and had prevented the wearing of a shoe. At opera- 
tion the edge of the ulcer was trimmed to the healthy 
skin margin. A cutaneous flap with its pedicle over 
the lower tibia, which was cut by going up on the 
posterior surface of the leg to the popliteal space, 
was turned backward, and accurately sutured to the 
healthy skin edge of the ulcer over the Achilles 
tendon. Under the pedicle a compress was placed. 
The upper part of the wound on the calf from which 
the graft was lifted was sutured together by under- 
mining and sliding the skin. The lower part was 
left open and treated daily with camphorated ether 
solution. On the twentieth day the end of the graft 
was divided and the remainder of the flap sutured 
back into its original bed. Three months later the 
leg was healed. The transplanted skin was soft and 
glided over the Achilles tendon. The scar was pain- 
less and the patient was able to wear low or high 
shoes. Wa ter C. Burket, M.D. 


Kromayer: The Combined Physico-Surgical Treat- 
ment of Keloid (Die kombinierte chirurgisch- 
physikalische Behandlung der Keloide). Deutsche 
med. Wchnschr., 1923, xlix, 280. 


The problem of the removal of large keloids will 
be solved when it is possible to remove them sur- 
gically so that healing will take place by first inten- 
tion without the formation of granulations. This 
goal can be approached by “subepidermal” excision 
of the keloid tissue. With the cylinder knife which 
Kromayer introduced for minor dermatological 
surgery, multiple punches are made through the 
entire thickness of the keloid down to the sub- 
cutaneous fatty tissue and the punched-out cylinder 
of skin is picked up with the forceps and cut free 
from the subcutaneous tissues with the scissors. 
The diameter of the cylinder knives is at the most 
from 2 to 5 cm. and the punch-holes are made at a 


distance of from 2 to 4 cm. The keloid is riddled like 
a sieve. With a small knife or scissors the remaining 
keloid tissue is then excised from the punch-holes 
subepidermally and without further damage to the 
epidermis. The epidermis, which is riddled but still 
retains its continuity, lies like a Thiersch flap up- 
on the subcutaneous tissue. Healing is complete in 
six to eight days, with scab formation but without 
granulations. 

A few days after the occurrence of healing, keloid 
tissue begins to form again and must be checked 
by the application of physical remedies to the young 
scar tissue while it is still unresistant. Later the blue 
light of the quartz lamp is applied. To obtain a 
strong inflammatory reaction which restrains the 
formation of keloid a fifteen-minute exposure is 
sufficient. The quartz light is preferable to radium 
and the roentgen rays because its effect begins one 
day after the exposure. About eight days after the 
disappearance of the inflammation due to the light, 
deep radium or roentgen-ray irradiation is applied. 
Usually radium is employed. The dose is regulated 
to produce a mild erythema. Because of the previous 
light-inflammation, the tissues are sensitized and 
the dose necessary to produce an erythema is some- 
what smaller than usual. As a rule one treatment 
with light and radium is sufficient to remove defi- 
nitely the tendency toward keloid formation. Only 
in cases of spontaneous or true keloid is it necessary 
to consider the possibility of a recurrence in making 
the prognosis. WorERTMANN (Z). 


Wohlgemuth, K.: Postoperative Tetanus: A Con- 
tribution to the Casuistics of Congenital Mes- 
enteric Defects and Extensive Resections of the 
Small Intestine (Ueber Tetanus nach Operationen. 
Gleichzeitig ein Beitrag zur Kasuistik der ange- 
borenen Mesenterialluecken und der ausgedehnten 
Duenndarmresektionen). Arch. f. klin. Chir., 1923, 
Cxxili, 409. 

The author reports three cases of fatal post- 
operative tetanus. In the first, resection of 80 cm. 
of the small intestine was done because of strangu- 
lation ileus. The tetanus developed on the fourth 
day. Autopsy showed defective suturing and peri- 
tonitis. Cultures of the bacillus and animal experi- 
ments were positive. 

In the second case resection of the intestine was 
done because of intussusception. Tetanus developed 
on the twelfth day. Peritonitis was not found at 
autopsy and cultures were negative. 

In the third case operation was performed for 
acute appendicitis in the early stages. Tetanus de- 
veloped ten days after the patient’s discharge from 
the hospital and was quickly fatal. No bacteriologi- 
cal cultures were made. 
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As postoperative tetanus occurs only after ab- 
dominal operations, the infection evidently has its 
origin in the intestine. The author therefore recom- 
mends prophylactic injections of antitoxin after 
every operation in which the intestine is injured or 
opened. VORDERBRUEGGE (Z). 


Klug, W. J.: Is Digipuratum a Prophylactic Agent 
Against Postoperative Pulmonary Complica- 
tions (Digipurat als Prophylaxe gegen postoperative 
Lungenkomplikationen). Deutsch2 Ztschr. f. Chir., 
1923, CIxxvil, 236. 


In cases in which Klug administered 3 c.cm. of 
digipuratum intramuscularly as a routine post- 
operative measure he found that the incidence of 
pulmonary complications after local and general 
anesthesia remained unchanged. He was unable to 
determine that the digipuratum was effective as a 
prophylactic agent, but demonstrated clearly that 
it had a decided beneficial action after the develop- 
ment of postoperative pulmonary complications. 

BANGE (Z). 


ANTISEPTIC SURGERY; TREATMENT OF 
WOUNDS AND INFECTIONS 


Underhill, F. P., Carrington, G. L., Kapsinow, R., 
.and Pack, G. T., and Others: Blood Concen- 
tration Changes in Extensive Superficial Burns 
and Their Significance for Systemic Treatment. 
Arch. Int. Med., 1923, xxxii, 31. 


In extensive superficial burns a rapid concentra- 
tion of the blood is usually associated with the out- 


pouring of fluid onto the affected area or with in- 
creasing cedema of the part. When the concentra- 
tion of the blood remains at 125 per cent of the 
normal for any length of time life is endangered. 
The authors’ study was made on twenty-one 


persons who were victims of a theater fire. The 
concentration of the blood was estimated by deter- 
mining the hemoglobin content by the method of 
Cohenand Smith. For convenience, the patients were 
divided into two groups, the moderately and the 
severely burned. It was apparent at once that the 
severely burned responded with a higher concen- 
tration of blood than the other group. The per- 
centage increase is of value in indicating the patient’s 
condition and the response to treatment. A chart 
prepared by the authors shows that there was a 
marked drop in the blood concentration associated 
with an increase in the urinary output in direct rela- 
tion to the amount of fluid given. In these cases 
fluids were given by mouth, by rectum, subcuta- 
neously, and intravenously as indicated. 

The determination of the composition of the blood 
did not reveal any increase in the non-protein 
nitrogen such as might be expected because of the 
absorption of toxic material from the injured area, 
but in cases of high concentration of the blood there 
was a decrease in the sodium chloride content. 
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In extensive superficial burns a lowered systolic 
blood pressure was usually encountered. This may be 
a symptom of impending shock. When the pulse 
pressure is lowered the increased concentration of 
the blood interferes with the circulatory mechanism, 
though it may not be responsible for the lowered 
pulse pressure. In some of the cases with highly 
concentrated blood the pulse pressure was medium, 
while in others it was normal. 

Changes in temperature depend for the most part 
upon the efficiency of the circulation rather than the 
blood concentration, but there is a marked associa- 
tion between blood concentration and the initial 
rise in temperature. In all cases of extensive super- 
ficial burns the forcing of fluids is necessary to re- 
store the normal concentration of the blood as far 
as possible. There is then marked evidence of im- 
provement, and such clinical manifestations as 
delirium, coma, hemoglobinuria, gastro-intestinal 
disturbances, etc. are checked. 

J. Pickett, M.D. 


Chudovszky, M.: The Treatment of Tetanus (Die 
Behandlung der Tetanusinfektion). Orvosi hetil., 
1923, Ixvii, 13. 

The author reports on 102 cases of tetanus which 
were treated during a period of fourteen years. The 
symptoms of tetanus appeared in from one to seven 
days after the injury in sixty-four cases, in from 
seven to fourteen days in thirty cases, and in from 
fourteen to twenty-seven days in eight cases. Of 
the first group of patients twenty-four died and for- 
ty recovered. Of the second group, four died and 
twenty-six recovered. Of the third group, two died 
and six recovered. 

During the World War the mortality in cases of 
tetanus was increased because of the complications 
associated with the severe injuries. In twenty-four 
war-injury cases the affected extremity was ampu- 
tated. The histories reveal severe generalized tuber- 
culosis, renal affections, necrosis of bone, streptomy- 
coses, and intestinal affections which rendered the 
prognosis more unfavorable. In fifty of the cases 
reviewed the tetanus had been present for from two 
to nine days. Six of these were fatal cases in the 
second and third groups. 

The treatment consisted of lumbar puncture and 
the injection of at first 50 and later 100 units of 
antitetanus serum into the lumbar sac. This was 
repeated daily until the difficulty in swallowing be- 
came less. As a rule a particularly favorable effect 
was observed within the first twenty-four hours. 
After the intraspinal injections a smaller dose was 
injected into the subcutaneous tissues. The sympto- 
matic treatment consisted of injections of pilo- 
carpine-morphine solution (2: 1) every six to eight 
hours. Cardiac stimulants were given in accordance 
with the heart findings. Later a lukewarm bath and 
bromides were substituted for the pilocarpine-mor- 
phine_solution. Von LoBMAYER (2) 
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MISCELLANEOUS 


Mayo, W. J.: A Question of Size. Ann. Surg., 1923, 
Ixxvili, 140. 


[This article is reproduced in its original form because 
of its importance and the difficulty of presenting it ade- 
quately in an abridged form.—Ep1Tor. 


When Brown, the English botanist, began the 
observation on physics which culminated in his 
written communications of 1827, he focused atten- 
tion on a subject of enormous importance. The 
questions he raised a century ago are today per- 
haps the most important of all those before the 
scientific world. Brown noted, as man undoubtedly 
had noted from time immemorial, that when a pencil 
of bright light was thrown into a dark room, there 
were to be seen in the air certain rapidly moving 
particles of which there was no other physical 
evidence. On experimentation he found these danc- 
ing motes under conditions in which freedom from 
air disturbance of any kind had been obtained, and 
he further noted with the microscope the continual 
movement among minute particles suspended in a 
liquid. Because of his investigations the peculiar 
vibratory motions of these particles were called 
brownian movements. The great physicist, Dalton, 
was at this period working on the atomic theory 
and the constitution of the molecule, and in con- 
nection with his investigations the so-called brown- 
ian movements were even more happily designated 
“the dance of the molecules.” The most important 
contribution to a proper understanding of these 
phenomena was that of Thomas Graham, Master 
of the Mint in London, who in 1861 published his 
painstaking observations which led to the first great 
description of colloid bodies. Graham’s work was 
based largely on dialyses of colloid-sized substances 
through parchment paper. Tyndall called attention 
to the curious phenomenon occurring in the track 
of a luminous beam (called the Tyndall phenome- 
non), the colorings of which are the effect of sunlight 
on colloids in the air, and investigated the trans- 
parency and opacity of gases and vapors under 
radiant heat. 

To those who have given little thought to the term 
“colloid,’’ especially as it is used in medicine, the 
word appears to have some special meaning over and 
beyond that of size, but as a matter of fact, colloid 
refers only to size. Dividing matter into three great 
groups, there are first, those objects which can be 
seen directly with the eye, or with the eye aided by 
the microscope. The best microscope has a magni- 
fication which will reveal objects 4/19 micron in diam- 
eter. Second, at the other extreme, there are the 
atom, the molecule, and the electron, which cannot 
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be seen. Third, those particles of matter lying be- 
tween the two extremes in size (#/19 micron or 1/250,- 
ooo inch, and 1/1,000 micron or 1/25,000,000 inch) 
are called colloids. In this third or colloid group, 
the particles are too small to be seen directly, but 
the colloid-sized particles are large enough to scatter 
a ray of light and therefore refract the light ray. 
The atom, the molecule, and the electron are too 
small to scatter the light ray and therefore do not 
refract it, although under experimental X-ray con- 
ditions the nucleus of the atom was demonstrated 
by Thompson and Ashton. Definite relationships 
can be shown, as evidenced in 1913 by the remark- 
able work of Henry Moseley, a young Englishman, 
whose death in the Gallipoli campaign was one of 
the irreparable losses of the Great War. Moseley 
analyzed the atom by the reflection of roentgen-rays 
and showed that there are ninety-two possible ele- 
ments between hydrogen, the lightest, and uranium, 
the heaviest, all but four of which are now 
known. 

The ultramicroscope which is used to catch the 
reflection of the colloid bodies gives no idea of the 
shape or the composition of the object itself, but by 
serving as a mirror and reflecting the light shows 
that such a body is actually present. The shortest 
ray of electro-magnetic vibration is the gamma ray 
from radium, 1/1,000,000,000 inch. The next is the 
X-ray, which is about 1/100,000,000 inch. It was 
with this extremely short X-ray that Moseley did 
his work. The wave length of the X-ray, which in 
this connection amounts to the same thing as size, 
is 1/50,000 as great as the yellow light ray from the 
sun, and it is to this property that the X-ray owes 
its great penetrating power. The shortest light ray 
visible to the eye is approximately 1/30,000 inch in 
length. The longest waves, hertzian, are the so-called 
wireless, which are from one-half mile to four or five 
miles in length, and experimentally have reached 
the length of 1,200 miles or more. 

A most remarkable fact is that colloids, atoms, 
molecules, and electrons are not greatly affected by 
gravity and remain in rapid motion more or less 
permanently suspended in their medium, although 
all are affected by pressure, temperature, and at- 
mospheric conditions. The evaporation of water is 
an illustration of this property. Water exists in the 
atmosphere, but under certain conditions does not 
greatly feel the pull of gravity. Under specific 
atmospheric conditions, however, as when the evapo- 
rated water rises to a height where the air is rarified 
and by greater coldness than exists at the point of 
evaporation, it gathers together in colloid form as 
clouds. For rainfall of 1% inches to an acre, 144 
tons of colloid water practically unresponsive to the 
pull of gravity are suspended over each acre; if the 
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change from a dispersed to a fluid state takes place 
rapidly, the electrical energy on the surface of the 
colloidal particles is given off as an electrical dis- 
turbance, thunder and lightning. 

Gortner and his pupils may influence the feeding 
of the world by their discoveries of the importance 
to plants of water in a bound form, and their demon- 
stration that the effect of freezing and dryness on 
plant life depends on whether the water contained 
by the plant existed in a free form or a bound 
form. The difficulties which stood in the way of 
finding food plants which would withstand winter- 
killing were enormous. Years of patient waiting 
were often necessary before weather conditions made 
the demonstrations possible. When Gortner con- 
ceived the idea that water might exist in a bound 
state uninfluenced by ordinary conditions, atmos- 
pheric or thermic, he found that if plants which 
were not winter-killed were pressed in a hydraulic 
press, little or no juice was obtained, and that the 
amount of juice that could be expressed was directly 
related to the ability of the plant to withstand frost. 
He found that those plants which were not winter- 
killed contained little unbound water, that is, water 
in a free form, while those that were destroyed by 
freezing contained relatively a large amount of free 
water. Carrying his experiments out in the desert, 
he found conditions comparable as to drought; 
plants that could withstand dryness contained water, 
as did other plants, but in a bound form. Experi- 
ments in the compression of water, which is one of 
the most incompressible of all substances, have 
shown that the water in a‘film on colloid surfaces 
can be compressed to 75 per cent of its volume, and 
that under such conditions it behaves as a solid and 
does not evaporate at 300 degrees C. in a complete 
vacuum. 

We know that a substance in solution, common 
salt for instance, exists although it can no longer be 
seen; when the water is evaporated the salt is again 
in evidence. If a pencil of light is thrown through 
such a solution it will not be diffused, showing that 
the light rays have not met bodies in the solution 
which are larger than the ray of light,and consequently 
the light is not reflected. It was Arrhenius, the Swed- 
ish scientist, who defined the electrolytic theory of 
solution, asserting that salts separate in water into 
positive and negative parts, and that such solutions 
are ionic. An ion is an unsatisfied electric charge. A 
chemical reaction is always accompanied by an 
exchange of electric charges between elements; 
the ion carries a definite charge and moves with the 
electric current. Colloids, atoms, and molecules may 
give off electrical energy under certain conditions. 

One may well ask,where does the energy contained 
in the atom, molecule, and colloid reside? The 
Nobel prize in physics for 1922 was given Dr. 
Niels Bohr of Copenhagen who, about ten years ago, 
revealed his conception of the atomic system as a 
solar system in which the sun is represented by a 
nucleus of positive electricity and the planets by 
rapidly revolving negative electrons, and on this 
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theory calculated the wave lengths of ‘light in each 
line of the spectrum. The positive core of the atom 
is exceedingly dense and heavy compared with the 
electron, in which the activity of negative electricity 
resides. The positive core might be said to be the 
electric center of gravity toward which the nega- 
tive electrons constantly are pulled. Knowledge of 
electrical energy is based largely on an under- 
standing of the negative electron which is only 
1/1,800 the density or weight of the positive hydro- 
gen nucleus which is the smallest and lightest of 
known atoms of matter. It is because of its extremely 
small size and weight that the negative electron 
can move with such extraordinary rapidity through 
solid substances, especially copper and other elec- 
trical conductors. 

The force that exists in the atom and molecule 
is inconceivable. Rutherford, the great physicist, 
says that he looks forward to the day in which 
energy for all our uses will be atomic. One of the 
scientists associated with the General Electric Com- 
pany says that there is sufficient energy in a tea- 
spoonful of water to drive the largest battleship 
across the ocean. The electric power in the molecule 
depends on the mass of the nucleus, that is, the 
number of positive charges in the mass and the 
number of negative electrons circulating around the 
positive nucleus, the charges in the more stable 
compounds going up in arithmetical progression of 
four, the octet being the most stable. 

Most of the biochemical reactions in the body 
depend on physical states. Krogh, whose experi- 
mental studies of the blood capillaries won for him 
the Nobel prize in physiology in 1920, has added 
greatly to our knowledge of the mechanism of body 
nutrition. It had been believed that the capillaries 
were endothelial channels in the tissues, but Krogh 
has confirmed the observation that even the finest 
capillaries contain smooth muscle fibers through the 
walls of which oxygen and crystalloids, such as 
glucose, salts, and the amino acids, supply the body 
cells by diffusion. Diffusion depends on pressure. 

Crystalloids are in a molecular state and penetrate 
the capillary walls everywhere because the pressure 
is greater within the arterial capillary than in the 
tissue space and greater in the tissue spaces than 
in the venous capillary which receives the waste 
products of oxidation. Unless there is great dilata- 
tion of the capillaries, which increases their perme- 
ability to larger bodies, the colloids normally do not 
penetrate the capillary walls except in the liver and 
gastro-intestinal tract. Histamin dilates the capillary 
walls so that its interspaces permit the escape ol 
larger-sized particles such as colloids, and, as in 
shock, the experimental animal bleeds to death in 
its own tissues. The colloids of the blood are vo! 
different sizes; hence, there is variation in the perme- 
ability of the capillary wall to different colloids. 
The osmotic pressure, the state of dilatation o! 
capillaries, and the size of the colloid molecule are 
the controlling factors. Increased work of any or- 
gan of the body causes dilatation of the capil- 
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larics. This power of dilatation and contraction 
lies in the non-striated muscle coat of the capillary. 
Variations in caliber of the capillaries may be 
brought about by the many influences which affect 
life processes and are to a great extent independent 
of nerve control. For instance, the effect of cold on 
the skin is to produce contraction of the arterial 
capillaries, resulting in blanching, which is followed 
by blueness due to dilatation and stasis of the 
venous capillaries distended with non-oxygenated 
blood. One can conceive that many substances said 
to be poisonous are poisonous because of their physi- 
cal condition; certain tissue filters may become 
plugged by particles which of themselves are not 
poisonous in the chemical sense, but are attracted 
to certain localities and plug the normal inter- 
spaces, suspending internal respiration. 

The point should be emphasized that, normally, 
the blood capillaries pick up only molecular sub- 
stances or extremely fine subdivisions soluble in 
water. Generally speaking, it is the function of the 
lymphatics as absorbents to pick up material sub- 
stances insoluble in water, such as bacteria, protozoa, 
and the cancer cell, which are too large to enter the 
blood capillaries, This absorption is through the 
agency of phagocytes which by diapedesis reach the 
lymphatics. The reaction in the lymph nodes rep- 
resents the struggle of the gland to detoxicate these 
pathologic agents. The lymphatic channels lead 
from one gland to another, but in each gland they 
break up into lymphatic capillaries varying from 1 
micron to 1 mm. and into endothelium-lined pockets 
and sinusoids before they are gathered again into 
the larger lymphatic channels for onward move- 


ment. These physical facts are of the greatest im- 
portance in relation to the infections which spread 
by way of the lymphatic system, such as tubercu- 
losis, syphilis, and cancer. 

Bacteria are electronegative, but the bacterial 


spore carries a positive charge. Evidence goes to 
show that endothelial cells which are phagocytes 
are electropositive. This research is incomplete, 
however, as an entire series of cells has not been 
worked out. 

An idea of the minuteness of the constituents of a 
cell is gained from the following estimated analysis: 
A cell is composed of (1) protein, which is always 
colloid, (2) carbohydrates, which may be either crys- 
talloid or colloid, (3) lipoids or fats, which are either 
colloids or emulsions, (4) salts, which are crystalloid, 
and (5) water, some part of which, large or small, de- 
pending on the physiological state of the cell, may 
be in colloidal form. As a specific instance, the 
composition of a liver cell, expressed in molecules, 
is estimated to be: protein, 53,000,000,000; fats and 
lipoids, 166,000,000,000; salts and other crystalloids, 
2,900,000,000,000; and water, 225,000,000,000,000. 

Perkin, working in the Royal College of London, 
discovered the dyes which Hofmann took back to 
Germany and which were the basic discoveries that 
gave rise to the explosives exploited in the World 
War. Abel and Rowntree in 1909, and Rowntree 


605 


and Geraghty in 1910, in working on the elimina- 
tion of aniline dyes from the kidney, were led to the 
discovery of phenolsulphonephthalein as an index to 
renal function. Evans has shown that dye elimina- 
tionis purely a question of physics, that is, of the size 
of the dye particle which is permitted to pass the 
kidney filter. Bowman, for whom Bowman’s capsule 
was named in 1842, made the first of that long line 
of studies on the malpighian bodies in relation to the 
system of tubules of the kidney, work continued 
later by Ludwig, Cushny, Marshall, Richards, 
Drinker, and others, which suggested that the 
essential action of the kidney is that of a filter. 
Sollman, seventeen years ago, in his perfusion ex- 
periments, found that the kidney of an animal re- 
moved from the body could be made to filter urine. 
Cushny, by his pharmacological investigations of the 
elimination of drugs from the kidney, developed most 
important data as to kidney filtration. While it is 
true that urea is excreted in small amounts in the 
saliva, through the skin, the mucous membranes of 
the intestine, etc., the natural urea filter is the kid- 
ney. In this connection it is most interesting to note 
that urea is one of the smallest of the molecules, 
being but slightly above atomic size, and that it is 
non-hydrophilic, that is, it does not absorb water. 
For this reason it is one of the most diffusible mole- 
cules and passes with great rapidity in and out of the 
tissues of the body. While urea is non-hydrophilic, 
its elimination through the kidney is closely asso- 
ciated with the water balance. Reduced urea output 
is accompanied by a corresponding increase in the 
watery constituents of the urine if a fair degree of 
renal function is maintained. 

Sir William Crookes, who died in 1919, was the 
last of the great all-around physicists. Physics has 
grown so tremendously that each physicist of today 
can claim to have accurate knowledge of only a 
small part of the subject. Crookes, in his attempts 
to demonstrate the fourth state of matter, exhausted 
the air from a heavy glass bulb. When certain 
electric attachments were made, the bulb became 
filled with luminous matter and, as Crookes ex- 
pressed it, “actually touched the borderland where 
matterand force seem to merge into one another.” He 
named this luminous substance the “‘cathode ray,” 
which was later shown to be composed of negative 
electrons, which is the fundamental conception of 
the X-ray. He pointed out also that when X-rays 
come in contact with solid matter they give rise to 
shadows, and that the cathode rays, when outside 
a magnetic field, always travel in a straight line. 
Roentgen was working with the Crookes tubes 
when he discovered the X-rays. The use of energy 
in the form of rays such as radium, X-ray, etc. is 
an example of biophysics in relation to medicine. 
Bayliss, speaking of chemistry and physics, says: 
“The boundaries between these two branches of 
science are rapidly becoming obliterated.” 

When we survey the modern field of research 
which goes under the general title of biophysics, the 
commercial inventions and developments that con- 
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cern physics in the sciences and arts, we get some 
idea of the importance of this work which has been 
neglected in its relation to medicine. Problems 
worked out in connection with industry, agriculture, 
and animal husbandry have raised scarcely a ripple 
in medicine. Perhaps we have been subject uncon- 
sciously to the theologic opinions which have recent- 
ly been so broadly emphasized by a world-known 
orator who believes that man was created inde- 
pendently and not through evolution of pre-existing 
species, a view more flattering to our vanity than to 
our intelligence. One cannot but sympathize, how- 
ever, with his recent vehement defense of the ape 
as not responsible for man. 

Perhaps enough has been said to further the plea 
that biophysics be given a more important place in 
the medical school curriculum, and that some of the 
time of the overburdened students of medicine now 
occupied by chemistry be given to medical bio- 
physics. 


Castaijio, C. A., and Gémez, J. F. M.: The Results 
of Diathermy (Diatermia. Los resultados obtenidos 
- el Instituto de cirurgfa). Semana méd., 1923, Xxx, 

The authors have tried diathermy in numerous 
conditions, including gonorrhoeal arthritis, rheu- 
matic arthritis, joint injuries, neuritis, abdominal 
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adhesions, chronic pericolitis, persistent constipa- 
tion, mucomembranous colitis, orchitis, prostatitis, 
salpingitis, odphoritis, and pelviperitonitis. A re- 
view of their cases, which number more than too, 
shows that the method sometimes gives excellent 
results and sometimes causes no improvement. The 
results were better in abdominal and gynecological 
diseases than in articular conditions. The majority 
of the cases of pain due to cicatricial bands or post- 
operative adhesions showed marked improvement, 
and some of them were cured. In cases of fully 
formed pericolic membranes, however, there was 
little or no improvement. Chronic constipation 
was often relieved considerably by diathermy when 
other treatment had failed. Traumatic and infec- 
tious arthritis were also benefited, but arthritis 
deformans was not. 

Very satisfactory results were obtained in diseases 
of the male genital organs. In certain cases of 
gonorrhoeal urethritis diathermy was the only treat- 
ment that put an end to the infection. 

The method is contra-indicated in acute abdom- 
inal, pelvic, and articular conditions, and in menor- 
rhagia and utero-ovarian congestion. 

As a rule the application is continued for thirty 
minutes, but in gynecological infections and gonor- 
rhoeeal urethritis it is more prolonged. 

W. A. BRENNAN. 
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CLINICAL ENTITIES—GENERAL PHYSIO- 
LOGICAL CONDITIONS 


Mayo, W. J.: The Septic Factor in the Three Great 
Plagues. Canadian M. Ass. J., 1923, xiii, 549. 


A grateful world has recently celebrated the 
one-hundredth anniversary of the birth of Pasteur, 
whose contributions to the welfare of the human race 
were probably greater than those of any other man. 

The conviction that bacteria are more resistant 
than animal organisms to specific poisons which 
might select the bacteria without harm to the animal 
cell is undoubtedly true, although recent experi- 
ments in chemotherapy have shown that there are 
certain poisons which will select the parasite rather 
than the host. For the animal parasites, great and 
small, specific poisons have been found: quinine for 
the plasmodium of malaria, emetin for the amoeba 
of dysentery, thymol for hookworm, and male fern 
for tapeworm. When the malignant process is once 
set in motion, the abnormal, immature protective 
cell itself becomes the specific destructive agent. 
The carcinoma cell, regardless of causation, becomes 
as specific an agent of infection to the afficted indi- 
vidual as any form of microbic organism and re- 
produces in each new locality of carcinoma infection 
the morphology of its origin. 

The three great plagues of mankind are tubercu- 


losis, syphilis, and carcinoma, manifestations of the 
bacterium, spirochete, and the parasitic cancer cell. 
Of the many features these three infections have in 
common, the most important is their relation to the 


lymphatics. We are just beginning to realize the 
close relation of biophysics to the physiological 
processes of the body. It has been shown by Her- 
ring and MacNaughton that the lymphatics are a 
closed system of absorbents, their function being to 
pick up material insoluble in water and too large to 
enter the capillaries. Bacteria are too large to pass 
through the capillary interspaces and are therefore 
picked up by the endothelial cells which become 
phagocytic and by diapedesis enter the lymphatics 
where an attempt is made to destroy or sterilize 
the organisms. The resistance developed by the 
lymphatics varies in different persons and with 
different forms of infection. The latent phase of 
these contained organisms, the bacilli of tuberculosis, 
spirochetes, and the carcinoma cell, may be pro- 
longed, resulting in renewed activity after many 
years, due to a breaking down of the lymphatic 
barriers from injury or intercurrent disease. 

The reactions of the great infections, one on an- 
other, when in combination, which occurs not in- 
frequently, are disastrous, especially if sepsis co- 
exists. According to Corner, the unclean are more 
likely to have prominent display of primary and 


secondary syphilitic lesions with consequent early 
diagnosis and the advantages of early treatment. 
In carcinoma of the internal organs the disease may 
progress with little or no pain because of the absence 
of sepsis, in marked contrast with the open septic 
conditions of external carcinoma. 


TUBERCULOSIS 

The septic factor in tuberculosis is the most im- 
portant factor. Tuberculosis itself seldom kills un- 
less the products of the tuberculous infection are 
confined in a bony box and produce injurious pres- 
sure, as in the brain. Other parts of the body, the 
thorax, peritoneal cavity, and the soft parts gener- 
ally, yield to pressure; this gives time for develop- 
ment of local resistance and generalized immunity. 


SYPHILIS 

The death rate in cases of syphilis following two 
years of treatment is nearly twice the normal. It is 
possible, or even probable, that there is a certain 
specificity in strains of spirochetes which causes 
attack on the nervous system in one case and in 
another affects the external portions of the body. 
On the other hand, in the location and progress 
of syphilis the individual soil may vary and the 
spirochetes be the same. Negroes seldom develop 
syphilis of the nervous system, but suffer to a far 
greater extent than the white race from its vascular 
manifestations in the heart, aortic aneurism, etc. 
It is probable that there are in the body certain 
other tissues in which the spirochetes may remain 
latent indefinitely without manifestations. The en- 
larged lymph nodes may restrain the advance of 
the spirochetes and encapsulate them so as indefi- 
nitely to prevent evidence of their presence. In 
certain cases of intractable syphilis with spleno- 
megaly, in which anemia is a prominent symptom, 
prolonged treatment sometimes fails to arrest the 
disease. Its progress is quickly arrested and the 
anemia promptly overcome by removal of the great- 
ly enlarged spleen in which spirochetes will be found. 

The arsenic compounds are of great value, not only 
as curative agents, but also as public health agents, 
within six hours rendering carriers of the disease in 
a contagious form, such as chancres and mucous 
patches, temporarily incapable of infecting others. 
It is wise to use arsphenamin as soon as possible 
in known syphilis, but there has been a wide and 
unfortunate tendency to use it in doubtful cases 
of early syphilis. The position of the patient with 
doubtful early syphilis who has had arsphenamin 
treatment is most unfortunate, for he must carry 
the onus of suspected syphilis without knowing 
whether he ever really had it. Again, prolonged 
treatment of patients with doubtful syphilis, or 
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rather patients with doubtful Wassermann reactions, 
who have an associated urgent surgical condition 
such as carcinoma, leads to delay and loss of precious 
time if a cure is to be obtained. 


CARCINOMA 


Glandular involvement in carcinoma tells the 
story. While operative skill and technique are im- 
portant, generally speaking, the results show that, 
without regard to the type of operation, a five-year 
cure occurs in 71 per cent of cases in which operation 
is performed for carcinoma before the glands are 
involved and in only 19 per cent in which it is per- 
formed after they are involved. Local operations 
cure local disease; massive operations fail when the 
local stage has passed. 

While low operative mortality in carcinoma is im- 
portant, extension of operability is also very import- 
ant because it gives a larger number of patients a 
chance for cure. 

‘The associated sepsis in cancer is the cause of 
much of the distress and hurries the patient to a 
fatal end. We all recognize the dangers of operating 
on the infected, so-called inflammatory carcinomata, 
such as those around the mouth and the cervix. 
The use of the knife in these cases is often followed by 
rapid recurrence and metastasis from infected venous 
thrombi. Cautery excision in these cases, followed 
later by plastic repair, is a step in the right direction. 
In many cases of infected carcinoma, radium and 
the roentgen ray are now used, and they have a 
similar effect without the risks of the tissue destruc- 
tion and sloughing which accompanied the use of 
the cautery. There are many men who, with a 
small amount of radium, do little good and an enor- 
mous amount of harm. With good faith but poor 
judgment, they apply radium in cases in which 
operation should be performed early. Generally 
speaking, the use of radium means the parting of the 
ways. If radium is selected, one can seldom turn 
back and take the operative route with a good pro- 
spect of success. 


Robertson, W. M. F.: Further Research on the Re- 
lation of Carcinoma to Infection. Lancet, 1923, 
CCV, 330. 


The author obtained an anaerobic bacillus of the 
diphtheroid group from fifteen cases of carcinoma, 
corroborating the work of his father. 

SAMUEL Kaun, M.D. 


Cattell, M.: Studies in Experimental Traumatic 
Shock. VIII. The Influence of Morphine on the 
Blood Pressure and Alkali Reserve in Traumatic 
Shock. Arch. Surg., 1923, vii, 96. 


The literature on the effect of morphine upon the 
circulation dates back many years. Witkowski, who 
reviewed it up to 1877, stated that morphine does 
not affect the vagus or vasomotor centers, and its 
use is followed by a decrease in the blood pressure 
due to dilatation of the blood vessels, especially 
in the skin. 


Macht found that morphine tends to increase the 
peristalsis and tonicity of organs. 

All recent workers on the subject agree that in 
dogs and other mammals morphine slows the heart 
through a central influence on the vagus. In man 
there is only a slight decrease in the pulse and this 
is associated with decreased activity. 

The author carried out a series of experiments, 
principally upon cats in which the blood pressure 
was artificially depressed to 60 mm. Hg. A number 
of the animals were given large doses of morphine 
and others were used for controls. In the former 
there was at first a slight depression of the blood 
pressure, but practically complete recovery within 
two hours. In the control animals the rise in blood 
pressure was slower and less marked. 

Experiments were made also to determine the 
effect of morphine on the reduction of the alkali 
reserve which occurs in shock and low blood pres- 
sure. A cannula was placed in the pericardium to 
control the arterial pressure, which was reduced to 
60 mm. Hg. A mercury manometer was connected 
with one carotid artery and in the other a cannula 
was inserted to obtain blood for the tests. Morphine 
was given in doses of from 10 to 20 mgm. per kilo- 
gram of body weight. 

Under the influence of the morphine there was 
recovery of the alkali reserve. This was most 
marked when the morphine was used before the 
blood pressure was lowered. In several cases the 
alkali reserve was higher at the end of three hours 
than it was at the beginning of the experiment. A 
slight decrease in the amount of oxygen utilized by 
the animals given morphine was due probably in 
great measure to the decrease in respiration which 
occasionally was as great as 50 per cent. Higgins 
and Means found that in man under the influence of 
morphine the total gaseous metabolism shows no 
material change in oxygen consumption but a 
marked drop in carbon-dioxide elimination. 

The author concludes that in the findings of his 
own investigations and in the literature on the sub- 
ject there is no evidence that morphine has any 
deleterious action on the circulation or that its use 
is contra-indicated in shock. 

Harorp M. Camp, M.D. 


SURGICAL PATHOLOGY AND DIAGNOSIS 


MacCarty, W. C.: The Cytologic Diagnosis of Neo- 
plasms. J. Am. M. Ass., 1923, 1xxxi, 519. 


The methods of studying cells which have been 
employed heretofore have been handicapped by: (1) 
changes in the morphology due to metabolic disturb- 
ances in the immediate premortem phase of the dis- 
ease; (2) postmortem changes occurring between the 
time of death and the fixation of the tissues; (3) the 
coagulation of the cell constituents by strong solu- 
tions for fixation; (4) abnormal treatment in the 
process of embedding; (5) the introduction of foreign 
pigments into the coagulated cell constituents; (6) 
the shrinkage coincident to dehydration, clearing. 


and mounting; and (7) the variety of pictures re- 
sulting from the cutting of many different planes 
through coagulated opaque cells. 

Fresh living cells of malignant neoplasms are 
perfect spheroidal or ovoidal nucleoli. The author 
believes they contain multiple polar mitotic figures 
very rarely, but never the so-called atypical irregular 
or asymmetrical mitotic figures described by von 
Hansemann and others as characteristic of cells of 
malignant neoplasms. Any asymmetrical mitotic 
figure he has seen may be just as well attributed to 
the disintegration of the cells or to cutting planes 
through perfectly regular figures. The cytoplasm 
and nucleoplasm are not reticular as described and 
shown in textbooks. They have the structure of a 
fine emulsion as described by Bayliss. 

Malignant cells do not resemble morphologically 
any adult tissue cell in the body, despite the fact 
that they may have a similar general arrangement. 
They differ from ordinary regenerative cells in hav- 
ing a coarser or denser cellular wall, a denser cyto- 
plasm, a denser nucleoplasm, a larger nucleolus. 
There is a greater variation in the extremes of size 
of the cells, nuclei, and nucleoli than in the normal 
regenerative cells of repair. 

In many instances these cells cannot be differ- 
entiated from regenerative cells by 16-mm., 8-mm., 
or 4-mm. lenses; the stages of differentiation can- 
not be accurately recognized, and the relative size 
of the cellular component parts cannot be definitely 
determined. There is no standard of comparison 
with normal cells because histologists have not 
given high-power morphological standards for living 
human cells. 

It is shown by case records that, given a few cells 
under the oil lens, a diagnosis can be made in border- 
line cases. This is made possible by the method of 
fixing and staining. A bit of tissue is placed as soon 
as removed on the stage of a freezing microtome, 
frozen, and cut from 5 to 15 microns thick. The 
section is first placed in physiological sodium chloride 
solution and unrolled, then dipped by means of a 
glass lifter into a strong solution of Unna’s poly- 
chrome methylene blue from one to ten seconds, 
then transferred to, and washed in, physiological 
sodium chloride solution, then transferred to Brun’s 
glucose, and then almost immediately drawn up 
on a slide and studied. If such preparation is prop- 
erly made, the nucleolus is the only part of the re- 
generative and neoplastic cells which stains. The 
differentiation between regenerative cells, partially 
or completely differentiated cells, and the undiffer- 
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entiated cells of malignant neoplasms may be made, 
provided the examiner is familiar with the high- 
power morphology of normal adult cells of the dif- 
ferentiated tissues of the human body and with the 
normal phases of differentiation in the normal re- 
generation of tissues. W. McK. Craic, M.D. 


MEDICAL JURISPRUDENCE 


nageeey of the Surgeon in the After-Care of 
— Bones. Huber vs. Hamley, 210 Pac. Rep., 
Pp. 799. 

This case was reviewed by the Supreme Court of the 

State of Washington entirely on instructions given 
by the lower court to the jury. Huber sued the 
physicians claiming they negligently reduced a 
fracture of his right arm and negligently treated the 
fracture after the reduction. A judgment rendered 
in favor of the physicians was appealed by Huber 
who claimed error in the instructions given to the 
jury. 
The Supreme Court approved the following instruc- 
tion: “You are instructed that where a physician 
undertakes the treatment of a patient, not only must 
be used reasonable but ordinary skill and care in 
said treatment at the time he takes charge of said 
case, but also must be used ordinary skill and care 
in the subsequent treatment of the case, and it is 
his duty to give the patient such attention after the 
first examination or reduction of the fracture as 
ordinary physicians and surgeons possessing ordinary 
skill and intelligence, practicing in the same general 
locality, would deem necessary in a similar case, and 
if you find from the evidence that the defendants 
attempt to reduce the fractured radius for said 
plaintiff, but did not thereafter use reasonable care 
and skill in the subsequent treatment of said frac- 
tured bone, or such care as is imposed upon physicians 
holding themselves out as physicians and surgeons 
possessing the ordinary knowledge and skill of the 
physicians and surgeons located and practicing 
their profession in the same general locality, and if 
you further find from the evidence that because 
of such failure to use reasonable care and skill in the 
original treatment or subsequent treatment of the 
injured arm, the plaintiff was permanently injured « 
or suffered pain, injury, and damage, then you will 
find for the plaintiff in such sum as you deem just 
and proper.” 

Several other instructions the Supreme Court held 
erroneous. Accordingly, a new trial was granted. 

E. Mooney. 
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